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LAWRENCE  CHILDREN'S  HEALTH  PROJECT 


EXECUTIVE  SUMMARY 


The  Lawrence  Children's  Health  Project  (LCHP)  demonstrated  an  - 
alternative  approach  to  providing  health  care  to  children  through  a 
school-based  model  for  Early  Periodic  Screening,  Diagnosis  and  Treatment 
(EPSDT).  The  LCHP  service  delivery,  carried  out  by  the  Merrimack 
Education  Center  (MEC),  met  the  mandates  of  both  Federal  (EPSDT)  and 
State  (Chapter  766^)  laws. 

Within  the  urban  environment  of  Lawrence,  Massachusetts,  where  many 
children  were  not  receiving  legally  mandated  health  services,  MEC 
collaborated  with  state- and  local  agencies  with  the  goal  of  improving" 
health  services  for  children.  The  overall  purpose  was  to  detect 
potentially  debilitating  health  problems  and  to  ultimately  improve  the 
health  status  of  the  student  population.  This  was  accomplished  through 
five  major  objectives,  which  were  established  for  the  project  at  the 
outset. 

1.  Design  and  implement  a  contracting  brokering  mechanism 
operating  through  a  collaborative,  that  will  interface 
local  schools  and  medical  service  providers,  and  promote 
cooperation  to  assure  the  EPSDT  requirements  are  being 
satisfied. 

2.  Provide  access  to  special  education,  health,  and  ancillary 
services  through  a  school  initiated  single  intake, 
evaluation,  and  case  management  system  for  all  chilaren  in 
the  project  area. 

3.  Design  and  implement  a  management  information  system  for 
(a)  case  management  records;  and,  (b)  billing  procedures. 


Special  education  legislation  for  free  and  appropriate  education; 
State  mandates  for  Individualized  Education  Plan  (lEP)  as  with  P.L. 
94-142. 


4.  Design  and  implement  a  comprehensive  education  program  for 
children,  parents,  local  school  principals,  physicians  and 
related  health  professionals,  and  others  involved  in  the 
demonstration  to  inform  them  about  the  goals  and  operation 
of  the  project,  to  instruct  them  regarding  their  individual 
roles  in  the  proposed  system,  and  to  educate  them  regarding 
health  and  health  care. 

5.  Evaluate  the  effectiveness  of  the  project  and  disseminate  « 
the  results  of  the  evaluation,  along  with  the  other  project 
materials,  throughout  Massachusetts  and  the  nation. 

Collaborative    relationships    with    service    organizations  provided 
integration    of    the    fragmented    services    usually    obtained  through 
categorical    programs.      This    model    has    considerable    potential  for 
increasing  the  cost-efficiency  and  effectiveness  of  health  care  services  ' 
while  reaching  a  larger  number  of  children. 

Several  legal  mandates  have  pushed  schools  toward  concern  with 
children's  health.  Federal  and  state  laws  concerning  special  education 
and  the  handicapped  require  health  and  developmental  screening  and 
special  services.  School  health  regulations  require  monitoring  of 
selected  health  services  at  selected  ages.  Relevant  federal  legislation 
for  Medicaid-eligible  children  requires  regular  preventive  and  curative 
services  through  the  Early  Periodic  Screening,  Diagnosis  and  Treatment 
Program  (EPSDT).  Therefore,  schools  play  a  critical  role  in  this 
collaborative  approach  and  they  provide  an  excellent  point  of  access  to 
children  through  a  school-based  model  of  integrated  health  services. 

The  main  focus  of  the  demonstration  grant  was  to  provide  school-based 
EPSDT  services  and  to  integrate  overlapping  service  requirements  for 
students  in  participating  schools.  This  was  accomplished  through  several 
major  program  elements. 

Major  Program  Elements 

The  work  \of  the  demonstration  project  can  be  separated  into  a  few 
major     elements:     enrollment,     screening    and    referral,    follow-up  and 
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management  to  link  families  with  resources.  The  health  service  component 
performs  initial  data  collection,  screening,  referrals,  and  follow-up  of 
problems  identified  while  a  support  component  administers  training  for 
school  staff  members,  billing  and  the  management  information  system 
(MIS).  These  separate  functions  interact  throughout  the  course  of  a 
client's  involvement  in  the  project  to  form  an  integrated  pattern  of 
services. 

Project  Accomplishments  and  Selected  Fundings 

Six  of  the  13  elementary  schools  in  Lawrence  participated  in  the 
project.    Between  61  and  96  percent  of  the  student  populations  of  these 
schools  was  enrolled  in  the  LCHP,   with  an  overall    enrollment   of  81 
percent,   which   comprised   a  total   of  2,235   children  enrolled   in  the 
project.     Initial    data   collection    included    a   health    history   and  a 
teacher's    assessment    of    the    child's    school    functioning.  Screening 
included    a    physical    examination    by    a    nurse    practitioner,  selected 
laboratory    tests,     and    an    assessment    of    neurological     and  motor 
development.    Overall,  2,189  screens  were  performed  for  school  children, 
which   includes  207  rescreens  carried  out  the  year  after  the  initial 
screens.    The  number  of  children  screened  constitutes  72  percent  of  all 
children   in  the  participating  schools,   and   includes  medicaid-eligible 
students  and  others.. 

Referrals  and_  fol low-ups  were  conducted  by  family  health  workers,  who 
assisted  families  in  identifying  appropriate  providers  and  in  making 
appointments  and  necessary  arrangements  to  obtain  suitable  care  (e.g., 
transportation,  day  care).  Training  activities  focused  primarily  on 
staff  members,  although  there  were  efforts  to  develop  health  information 
packages  ana  some  community  outreach  education,  with  school  staff  and 
parents. 
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To  make  use  of  existing  funding  sources,  the  LCHP  organized  a  billing 
component  to  obta'in  reimbursement  for  Medicaid  services  as  an  alternative 
provider  for  EPSDT.  Through  this  mechanism,  screening  services  provided 
by  the  LCHP  were  reimbursed  at  Medicaid  rates  from  the  Massachusetts 
Department  of  Public  Welfare.  Examinations  of  children  not  eligible  for 
Medicaid  were^  also  paid  by  grant  funds,  under  a  special  waiver.  A  " 
microcomputer-based  management  information  system  was  established  to 
accommodate  individual  records  and  to  facilitate  case  management. 

Demographic  Data 

In  1981,  detailed  analyses  describing  important  characteristics  of 
the  participating  children  were  carried  out  for  650  elementary  children 
attending  three  schools  considered  to  be  representative  of  the  entire 
project  populations. 2  These  results  and  the  findings  on  children  are 
based  on  initial  examinations  of  these  650  elementary  school  children 
during  the  second  operational  year  of  the  project,  1980-1981. 

Over  half  of  the  children  (60%)  were  of  Hispanic  origin,  and  more 
than  one-quarter  (29%)  were  white.  The  balance  of  the  children  were  from 
varied  ethnic  backgrounds.  The  children's  predominant  family 
characteristics  were  those  associated  with  poverty.  The  majority  of 
children  (62%)  came  from  single-parent  households  that  had  moved  more 
than  once  in  the  previous  three  years  -  percent  of  these  households  were 
headed  by  one  parent— the  mother;  furthermore,  forty-two  percent  of  the 
mothers  had  an  eighth-grade  education  or  less. 


For  the  full  report  of  this  comprehensive  evaluation  of  school 
children  and  their  preschool  siblings,  see;  John  Himes,  Evaluation  of 
the  Lawrence  Children's  Health  Project.  Abt  Associates,  Cambridge, 
Massachusetts,  1981. 
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.Approximately  half  of  the  children  came  from  families  supported  by 
employment,  and  about  one-quarter  of  the  children's  families  were 
supported  by  welfare.  Over  one-s.ixth  (18%)  of  the  children  participating 
in  the  LCHP  were  in  families  for  whom  no  form  of  financial  support  was 
reported.  Almost  all  children  (89%)  received  free  or  subsidized  lunches 
at  school  and  most  (65%)  received  AFDC  and  Medicaid  support  ana  - 
services.  About  one-quarter  (26%)  had  Blue  Cross  or  other  family  health 
insurance.  Clearly,  the  LCHP  population  must  be  considered  as 
economically  disadvantaged,  and  characterized  by  high  unemployment  and 
considerable  dependence  upon  welfare  and  other  public  assistance. 

Accomplishments  and  Selected  Findings 

Among  the  accomplishments  that  signal   success  on  the  part  of  the 
project,  are  the  following  milestones: 

•  Established  alternate  provider  status  for  EPSDT  billing  and 
services. 

•  Achievea  high  rate  of  compliance  with  state  regulations  for 
immunization. 

•  Obtained  permission  for  direct  Medicaid  reimbursement  for 
the  neurodevelopmental  examination. 

t      Contracted  with  the  Lawrence  Public  Schools  to  oversee  the 
school  health  program  for  the  city  during  1982  and  1983. 

•  Screened   preschool    siblings    of    the   enrolled  population 
during  summer  vacation. 

When    five   criteria    specific    to   the   collaborative    and  brokering 
mechanisms  were  assessed  in  detail,  the  project  demonstrated  success  in: 

1.  Providing    services    which    meet    appropriate    standard  of 
quality  with  appropriate  follow-up. 

2.  Achieving    integration    and    coordination    of    existing  and 
newly  established  services. 

3.  Increasing  the  responsiveness  of  provider  (and  consumer) 
organizations  to  the  needs  of  the  target  population. 
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4.  Providing  services  cost-effectively. 

5.  Developing  a  repli cable  model   of  collaborative  brokering 
service  delivery. 3 

Findings  on  children  resulted  from  analyses  of  the  sample  of  children 
described  above.  As  a  group,  Lawrence  children  were  not  well  integrated 
into  the  previously  existing  health  care  systems.  Thirty-one  percent  of 
the  children's  families  reported  that  they  had  no  routine  well-child 
care,  and  33  percent  reported  no  regular  dental  care.  Rates  of  children 
fully  immunized  for  polio  and  DPT  at  the  time  of  their  initial  visit  were 
considerably  below  state  averages. 

LCHP  children  were  characterized  by  higher  than  expected  rates  of  low 
birthweight  and  gestational  prematurity,  a  factor  which  is  frequently 
associated  with  learning  difficulties  in  school.  Furthermore,  these  are 
risk  factors  for  subsequent  morbidity  and  mortality  in  young  children. 
Regarding  postnatal  growth  status,  LCHP  children  tend  to  be  slightly 
shorter  but  slightly  heavier  than  U.S.  norms.  There  is  no  indication, 
however,  that  this  population  is  at  risk  of  obesity.  Additional  data 
were  gathered  in  four  risk  categories  for  health  or  school  functioning. 

Children  at  Risk 

By  combining  a  wide  range  of  findings  and  family  characteristics, 
four  risk  categories  were  defined:  Medical  Care  risk.  Demographic  risk. 
Medical  History  risk,  and  Physical  Findings  risk.  The  interpretation  of 
"at  risk"  in  this  context  is  that  a  child  (or  group)  so  classified  has  a 
constellation  of  findings  that  indicates  an  increased  probability  of 
health    consequences    related  to  a  specified  area.    Over  40  percent  of  the 


For  further  information  on  these  accomplishments,  see:  Ron 
Szczypkowski,  Evaluation  of  Lawrence  Children's  Health  Project 
Brokering  and  Collaborative  Mechanisms.  MAGI  Educational  Services, 
Inc.,  Larchmont,  New  York,  1981. 
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Children  were  considered  at  risk  because  of  inadequate  medical  care  and 
over  one-third  (37%)  were  at  risk  because  of  demogrlphic 
characteristics.  At  least  (6%)  of  the  children  were  at  risk  for  more 
than  one  set  of  factors. 

Almost  all  children  (93%)  were  determined  to  have  at  least  one  health 
problem.    The  most  frequent  problems  had  to  do  with  inadequate  health 
care  (64.4%)  and  dental  problems  (31.4%).    Immunization  requirements  for 
school  attendance  were  not  met  by  a  large  percentage  of  the  population. 
Seventy-nine  percent  of  children  had  problems  that  required  referral  to 
someone  other  than  parents  for  health  or  other  developmental  concerns. 
Despite  the  school's  heavy  concentration  on  visual  and  hearing  testing 
15%  of  these  children  were  described  by  the  nurse  practitioner  as  needing 
additional  referral  for  these  areas.    Analyses  showed  that  occurrence  of 
health  problems  was  related  to  many  specific  family  and  health  care 
characteristics. 

Major  Conclusions 

Conclusions  were  drawn  across  aspects  of  the  project,  with  the  intent 
of  providing  broad  applicability  to  the  collaborative  approach  and  to 
other  important  aspects  of  health  service  delivery. 

1.  There  are  children  in  Massachusetts  who  are  not  receivina 
adequate  health  care  and.  therefore,  are  at  risk  of  not 
attaining  optimum  health. 

2.  There  is  a  need  for  coordination  of  services  to  provide 
systematic  screening  and  referral  of  children  and  to  assist 
rami  lies  in  obtaining  health  services. 

3.  The  collaborative  approach  has  been  successful  in 
increasing  access  to  EPSDT  services  for  hoth 
Medicaid-eligible  children  and  other  Thildrin  in°  Uwren  e 
by  using  brokering.  awrcnue 

^*  I5!i^l''^°°^  ^"  effective  site  for  reaching  providing 
health  screening  and  brokering  health  services  to  large 
numbers  of  children.  ^ 


5.  A  collaboration  among  existing  agencies,  organizations,  and 
providers  suitable  for  brokering  health  care  for  children 
is  feasible  and  has  been  established. 

6.  The  brokering  strategy  can  be  adapted  to  local  needs  and 
resources  in  a  cost-effective  manner. 

7.  Brokering  special  health  needs  of  groups  of  children  may  <• 
provide     special     services     generally     unavailable  to 
individual  families  and  children. 

8.  The  collaborative  approach  has  improved  health  services  for 
children  through  increased  comprehensiveness,  more 
efficient  utilization  of  existing  services,  and  integration 
and  coordination  of  new  and  existing  services. 

9.  A  project  support  team  of  nurse  practitioner  and 
para-professional  family  health  worker  appears  to  be  a 
successful     approach     to    providing    families    with  the 

•  assistance  they  need. 

10.  LCHP  has  demonstrated  that  brokering  of  children's  health 
care  can  be  coupled  with  school-based  EPSDT  services  as  a 
realistic  alternative  to  conventional  models  of  health 
service  delivery  for  children. 


Publications  prepared  under  this  grant  from  the  Health  Care  Financing 
Administration,  are  found  in  Appendix  A  of  this  Final  Report. 
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I.    INTRODUCTION  &  PROJECT  OBJECTIVES 


A.  INTRODUCTION 


1 


It  is  believed  that  the  early  identification  of  health  problems  can 
improve  the  health  of  children  and  their  performances  in  school.  The 
Lawrence  Children's  Health  Project/EPSDT  has  demonstrated  that  a 
meaningful  comprehensive  child  health  assessment  project  can  be 
implemented  through  the  public  school. 

The  Lawrence  Children's  Health  Project  has  tested  a  program  which 
provides  for  continuity  of  comprehensive  health  assessments  through  the 
school  and  has  demonstrated  the  practical  value  of  strengthening  the  tie 
between  schools  and  a  wide  variety  of  community  resources.  'Methods  and 
procedures  have  been  developed  so  that  Project  staff  can  provide 
comprehensive  health  assessments  for  children.  Procedures  are  installed 
so  that  the  students  can  adequately  receive  diagnosis,  treatment  and 
follow-up  services  as  needed. 

Section  II  of  this  final  report  reviews  the  major  activities  of  the 
Project.  The  work  of  the  Project  can  be  separated  into  a  few  major 
activ.ities:  Enrollment,  Screening,  Referrals,  Follow-up,  Client  Flow, 
Training,  Billing,  Management  Information  Systems,  and  Brokering.  In 
addition,  the  Project  has  recently  taken  responsibility  for  the 
supervision  of  the  School  Health  Program  in  the  Lawrence  Public  Schools. 

In  addition,-  the  intended  future  activities  of  the  Project  are 
reviewed.  It  is  now  clear  that  the  Project  services  were  needed  and  that 
the  program  will  continue  with  state  and  local  support. 

Section  III  presents  a  timeline  of  the  Major  Milestones  reached 
during  the  three  service  years  of  the  Project.  Starting  a  new  Project 
with  no  prior  staff  or  relationships  with  community  agencies  takes  a 
major  effort  and  devotion  of  resources.  The  Federal  demonstration  grant 
provided  the  catalyst  to  get  the  program  started.  As  each  milestone  was 
reached,  the  Project  was  able  to  demonstrate  the  feasibility  of  this 
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model  of  a  school-based  broker.  Further,  each  successful  milestone  built 
the  foundation  for  the  future  when  the  Federal  grant  would  end. 


Section  IV  provides  the  Financial  Statement  for  the  Project  and  the 
Appendices  present  some  report  and  products  not  previously  submitted  to 
HCFA,  including  the  final  evaluation  of  the  Project  by  ABT  Associates, 


Inc. 


B.    PROJECT  OBJECTIVES 

The  Title  of  this  Project  was  the  Lawrence  Children's  Health 
Project/EPSDT.  The  goal  of  this  Project  was  to  demonstrate  and  evaluate 
the  feasibility  and  cost-effectiveness  of  an  inter-agency  approach  to 
delivering  high  quality  educational  and  health  services  to  the  city's 
children  through  a  school-based  local  resource  network.  That  service 
delivery  system  met  the  mandates  of  both  Federal  (EPSDT)  and  state 
(Chapter  766  and  School  Health)  laws  and  did  not  discriminate  against 
Medicaid  recipients. 

Five  major  objectives  were  met  in  achieving  this  overall  goal; 

1.     Design  and  implement  a  contracting/brokering  mechanism  operating 
through  a  collaborative,  that  will   interface  local  schools  and 

fh^i'^PDcnT^''''"-  P'"°viders,  and  promote  cooperation  to  assure 
that  EPSDT  requirements  are  being  satisfied. 

The  Broker  Mo"del  became  a  very  effective  method  of  identifying  needs 
and  linking  children  and  families  to  providers  who  could  meet  those 
needs.  This  approach  allowed  for  optimum  utilization  of  resources  and 
prevented  duplication  of  effort.  For  instance,  the  Project  could  arrange 
with  area  providers  for  lab  work.  Sickle  Cell  counseling,  or  lead 
screening  and  counseling. 


Preventive  health  care  must  be  taken  to  the  population  and  children 
are  in  schools.    The  Project  made  successful  entry  into  schools  and  was 
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thus  able  to  reach  81%  of  the  target  population.  School  personnel  were 
very  supportive  of  the  Project  because  they  could  see  the  need  foV  the 
services.  Thus,  the  Lawrence  Children's  Health  Project  model  was 
effective  in  linking  the  schools  to  local  providers. 

2.  Provide  access  to  special  education,  health,  and  ancillary 
services  through  a  school-initiated  single  intake,  evaluation, 
and  case  management  system  for  all  children  in  the  project  area. 

There  are  many  potential  barriers  to  access  to  health  and  special 
education  services.  The  Project  was  able  to  reduce  or  eliminate  these 
barriers  by  actively  doing  outreach  to  inform  families  of  the  services; 
by  providing  services  in  a  convenient  location  (the  neighborhood  school); 
by  effectively  providing  screening  services;  by  strong  advocacy  and  case 
management  to  other  providers;  and  by  hiring  bilingual  and  bicultural 
staff.  Further,  financial  barriers  were  eliminated  by  offering  services 
to  all  children  regardless  of  ability  to  pay  and  by  assisting  families  to 
pay  for  diagnostic  and  treatment  services.  Even  transportation  and 
translation  services  were  provided  at  times  to  minimize  any  barriers. 

Some  pediatric  services  were  available  in  the  Lawrence  area.  The 
Project  enhanced  the  accessibility  of  these  services  so  that  children  had 
a  better  chance  of  receiving  care. 

3.     Design   and   implement  a  management   information  system  for  (a) 
case  management  records;  and  (b)  billing  procedures. 

The  Project  did  develop  a  management  information  system  which 
consisted  of  a  set  of  manual  procedures  for  billing  and  a 
microcomputer-based  system  for  case  management.  From  the  early  stages  of 
the  Project,  it  was  clear  that  the  small  volume  and  lack  of  diversity  in 
the  Project's  billing  required  only  a  manual  system.  The  Project 
effectively  identified  Medicaid-el igible  children  without  discriminating 
in  any  way  and  then  processed  the  proper  forms  for  submission  to  the 
state  billing  office. 
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The  case  management  system  took  longer  to  develop  as  the  Project 
needed  to  carefully  determine  the  needed  data  and  the  most  appropriate 
system.  To  keep  track  of  all  Project  children  and  where  they  are  in  the 
client  flow,  a  computerized  system  was  needed.  After  an  attempt  to 
modify  a  minicomputer  system,  the  Project  opted  for  a  simpler,  more 
self-contained  microcomputer  system. 

4.  Design  and  implement  a  comprehensive  education  program  for 
children,  parents,  local  school  principals,  physicians  and 
related  medical,  health  professionals,  and  others  involved  in 
the  demonstration  to  inform  them  about  the  goals  and  operation 
of  the  project,  to  instruct  them  regarding  their  individual 
roles  in  the  proposed  system,  and  to  educate  them  regarding 
health  and  health  care. 


An  effective  outreach,  orientation  and  ongoing  education  program 
assured  that:  the  Project  staff  worked  together;  that  the  maximum  number 
of  families  were  informed  about  the  Project;  and  that  the  school  and 
health  personnel  in  the  community  were  aware  of  the  Project.  In 
addition,  educational  materials  supplied  to  parents  by  the  Project  or  by 
brokered  providers  aided  families  to  better  understand  their  children's 
needs. 

5.  Evaluate  the  effectivenss  of  the  project  and  disseminate  the 
results  of  the  evaluation,  along  with  the  other  project 
materials,  throughout  Massachusetts  and  the  Nation. 

The  Project  has  been  evaluated  by  outside,  independent  reviewers  who 

have   had   extremely   positive   findings.     In   addition,    the  project  has 

responded  to  numerous  requests  for  information  about  the  Project  and  has 

prepared  a  slide  tape  show  to  aid  in  disseminating  the  results  of  the 
demonstration. 
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II.    SUMMARY  OF  PROJECT 
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A.    HISTORICAL  DEVELOPMENT  OF  PROJECT 


In  the  mid  1970's,  there  was  a  growing  need  for  an  effective  model  of 
services  which  could  integrate  the  many  required  services  for  children  in 
Massachusetts.    School   health  laws  required  physical   exams,  vision  and 
hearing  screening  (more  recently  posture  screening)  and  immunizations  for  *' 
all   children.     Special    education    laws   required   physical    exams,  home 
visits  (history  and  environmental  information)  and  specialty  testing  for 
selected  children  (as  many  as  15%  of  school  children,  3-21).  Medicaid 
regulations  aid  not  require  but  strongly  encouraged  preventive  health 
care  including  physical   exams,   lab  tests,  histories,   vision  &  hearing 
screening,   and   specialty  testing.     In   addition,    as    special  education 
programs  grew,  the  financial  pressures  on  school  systems  also  grew  and 
alternative  funding  was  needed.    Finally,  there  was  a  desire  on  the  part 
of  Federal  and  state  Medicaid  officials  to  expand  the  Massachusetts  EPSDT 
program  to  reach  a  larger  number  of  children. 

The  Merrimack  Education  Center  (MEC)  was  in  a  position  to  pull  these 
multiple  problems  into  one  model  which  would  integrate  the  overlapping 
service  requirements,  bring  additional  revenues  into  schools,  and  provide 
EPSDT  services  to  a  larger  number  of  children.  The  model  MEC  used  was 
based  on  a  brokering  model  previously  used  effectively  in  the  educational 
environment.  The  model  allows  for  a  resource  manager  who  can  determine 
the  level  of  both  needs  and  resources.  The  manager/broker  then  links  the 
two  together  to  -arrive  at  an  efficient  utilization  pattern.  The  model 
assumed  that  community  providers  existed  or  would  develop  to  meet  needs 
and  that  a  broker  (the  Project)  would  not  have  to  create  or  duplicate 
services. 

At  the  state  level,  the  Massachusetts  Department  of  Education  was 
looking  at  special  education  requirements  and  had  been  discussing  the 
funding  issues  with  the  Massachusetts  Department  of  Public  Welfare,  the 
state  medicaid  agency.  In  turn,  the  Department  of  Public  Welfare  had 
many  pressures    (including   a   Federal    court   suit)   which  were  directed 
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toward  the  Project  Good  Health  (EPSDT)  program's  inability  to  reach  a 
substantial  number  of  eligible  children  (less  than  5%).  The  City  of 
Lawrence  was  looking  for  help  with  its  special  education  and  school 
health  programs.  In  addition,  there  was  a  high  number  of 
Medicaid-eligible  children  in  Lawrence,  a  city  with  a  limited  number  of 
primary  care  health  providers  (in  1978,  a  portion  of  Lawrence  was 
designated  by  the  Federal  government  as  a  medical  manpower  shortage  area 
because  of  the  lack  of  primary  care  physicians). 

The  Merrimack  Education  Center,  Inc.  was  a  multiservice  center  which 
includes  Lawrence  within  its  primary  service  area.    In  addition,  MEC  had 
a    strong    reputation    for    service    del  ivery--for    education,  special 
education,  and  specialty  programs.     In  conjunction  with  the  interested 
organizations,  MEC  prepared  a  proposal  for  the  Massachusetts  Department 
of  Public  Welfare  to  submit  to  the  Health  Care  Finance  Administration 
(HCFA)  of  the  U.S.  Department  of  Health,  Education  and  Welfare  (now  the 
Dept.  of  Health  and  Human  Services).    The  HCFA  had  demonstration  funds 
under  Section  1115  of  Title  XIX  of  the  Social  Security  Act.     In  May  of 
1977,  the  proposal  was  submitted  to  HCFA  in  hopes  that  they  would  be 
willing  to  support  a  school-based  EPSDT  program. 

After  some  deliberation  and  revisions  in  the  original  proposal,  the 
grant  award  was  made,  effective  September  30,  1978.  Unfortunately,  the 
staff  of  the  Massachusetts  Department  of  Public  Welfare  who  had  worked  on 
this  proposal  were  no  longer  working  for  the  state  and  so  it  was  not 
until  March  28,  1979  that  a  contract  could  be  negotiated  between  D.P.W. 
and  MEC.  (The  grant  had  to  be  awarded  to  the  state  D.P.W.  because  of 
Section  1115  regulations.)  D.P.W.  contracted  with  MEC  to  implement  the 
Project. 

Merrimack  Education  Center  was  then  able  to  hire  staff;  make 
arrangements  with  the  Lawrence  schools;  contact  local  providers;  arrange 
for  office  space;  contract  with  Children's  Hospital  Medical  Center  in 
Boston  for  a  Pediatric  Fellow  to  support  the  Project;  and  to  establish  a 
plan  for  implementation.  The  orientation  for  teachers  at  the  first 
Project  school  was  held  in  December,  1979  and  the  Project  was  underway. 
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Over  the  next  two  and  one-half  years,  the  Project  enrolled  over  85% 
of  the  students  in  seven  schools  and  screened  over  2,000  children.  As 
the  Project  staff  gained  experience,  they  revised  forms  and  procedures  so 
that  the  system  could  be  more  efficient.  By  June,  1982,  the  Project 
became  an  integral  part  of  the  school  system,  managing  not  only  physical 
exams  but  also  the  school  health  program—supervising  school  nurses, 
scheduling  posture  screening,  and  keeping  immunization  records.  The 
major  elements  of  the  Project  and  the  major  milestones  reached  during  the 
Federal  Project  Period  are  discussed  further  in  other  portions  of  this 
report.  Reaching  these  milestones  took  dedication  on  the  part  of  the 
Project  staff  as  well  as  flexibility  to  change  as  the  Project  evolved. 

The  dedication  has  paid  off  as  the  Project  moves  into  a  new  phase  in 
the  Fall  of  1982.  The  Federal  grant  will  be  completed.  Through  a 
combination  of  billing  to  the  state  for  Medicaid-el igible  children  and 
financial  and  in-kind  support  from  the  Lawrence  Public  Schools,  the 
Project  will  continue  to  screen  students,  broker  for  services,  and 
coordinate  the  school  health  program. 

B.      MAJOR  PROJECT  ELEMENTS  AND  FINDINGS 

1 .  Enrollment 

Parents  interested  in  having  their  children  participate  in  the 
Project  completed-  an  enrollment  form  that  served  as  the  identification 
and  registration  of  the  child.  Included  in  this  registration  form  was 
approval  by  the  parent  to  secure  necessary  information  from  the  school  or 
providers  and  to  release  information  to  providers,  if  necessary,  as  a 
result  of  the  screening  activities. 

In  order  to  involve  the  greatest  number  of  families  in  the  project, 
the  enrollment  procedures  included  a  variety  of  activities.  Each 
activity  was  geared  to  provide  information  on  the  project,  to  allow 
personal  contact  with  the  family,  and  to  gain  participation  on  the  part 
of  the  family  in  the  project. 
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With  active  participation  of  the  Principal  and  the  staff  of  the 
school,  enrollment  efforts  moved  from  general  appeal  to  specific 
one-to-one  contact.    The  activities  progressed  as  follows: 

a)  An  orientation  meeting  with  the  principal  of  the  school  to 
review  the  goals,  procedures  and  activities  of  the  project. 

b)  A  meeting  for  teachers  was  held  to  explain  the  project  and 
their  anticipated  level  of  participation. 

c)  A  letter  in  English  and  Spanish  was  sent  through  the  school 
to  each  home.  The  letter  provided  basic  information  on  the 
project  and  invited  parents  to  a  meeting  at  the  school. 

d)  A  day  and  evening  orientation  meeting  were  offered'  for 
parents.  At  the  orientation  meeting  transparencies  and 
hand-outs  were  used  to  give  a  general  overview  and 
description  of  the  Project.  This  was  done  in  English  and 
Spanish.  Following  the  general  discussion  the  group  was 
broken  down  into  smaller  groups  so  that  the  staff  could 
answer  questions  and  explain  the  Project  in  more  detail. 
Those  parents  who  wished  to  enroll  their  children  did  so  at 
this  meeting. 

e)  Parents  who  did  not  attend  one  of  the  orientation  meetings 
were  sent  a  letter  inviting  them  to  a  second  meeting  at  the 
school.  Approximately  twenty  percent  of  the  enrollment  at 
the  first  three  schools  came  from  these  meetings.  For  the 
last  three  schools  the  meetings  became  less  a  factor  and 
major  enrollment  occured  through  letters  and  personal 
visits. 

f)  Parents  who  did  not  respond  to  any  of  the  school  meetings 
were  sent  personal  letters  explaining  the  Project  with  an 
enrollment  form  inviting  them  to  enroll  by  return  mail. 

g)  Families  who  were  not  enrolled  at  this  point  were  contacted 
by  telephone  and/or  through  a  personal  visit. 


Table  I  illustrates  the  success  of  the  Project  in  enrolling  children 
in  the  program.  At  the  Hennessey  School,  the  first  school,  over 
eighty-nine  percent  (89%)  of  the  children  were  enrolled.  In  the  Tarbox 
School,  the  second  school,  ninety-four  percent  (94%)  were  enrolled. 
While  some  of  the  Tarbox  increased  enrollment  can  be  attributed  to  staff 
experience,  it  was  felt  that  much  of  it  was  due  to  the  use  of  school 
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TABLE  I 

PROJECT  ENROLLMENT  &  SCREENING 


January  1980  -  June  1982 


no .  OT 
Students 

Enrolled 

pprr  pn t 

Enrol  1 ed 

No.  Screened 
At  Least 
Once 

Percent  of 
Enrol  1 ees 
Screened 

Arlington 

275 

OCA 

30  .  u 

C  ±  J 

82  9 

Law! or 

505 

313 

61.9 

264 

84.3 

Leahy 

556 

489 

87.9 

435 

88.9 

Leonard 

422 

256 

60.6 

209 

81.6 

Hennessey* 

590 

526 

89.1 

487 

92.5 

Tarbox* 

409 

387 

94.6 

368 

95.0 

TOTAL 

2,757 

2,235 

81.0 

1,982 

88.6 

*  Rescreens  at  Hennessey  =  160 
at  Tarbox       =  47 

207 

So  Total  Screens  &  Rescreens  =  2,189 


August  1982 


staff  to  make  personal  visits  to  families  to  enroll  and  complete  the 
health  history.  Using  this  personal  visit  approach,  more  families  were 
contacted  personally  by  the  school  and  subsequently  decided  to 
participate  in  the  program. 

2.  Screening 

a)     Health  History 

Following  the  enrollment  of  the  child,  an  appointment  was  scheduled 
with  the  family  to  complete  the  review  of  the  child's  medical  history. 
The  historical  data  was  reviewed  by  the  Project's  Nurse  Practitioners 
prior  to  doing  a  physical  exam.  In  the  first  three  schools  this  was  done 
by  regular  Project  staff,  the  Family  Health  Workers,  usually  in  the 
school  and  at  the  convenience  of  the  parents.  For  the  last  three  schools 
the  history  was  taken  by  staff  specially  trained  for  enrolling  children 
and  taking  health  histories.  These  history  takers  became  an  important 
part  of  the  process  —  they  generally  were  bicultural,  community  workers 
who  worked  part  time  for  the  Project.  They  went  to  the  children's 
houses,  explained  the  Project,  enrolled  children,  and  took  the  historical 
information. 

In  addition  to  the  health  history,  a  medical  coverage  form  was 
completed  by  the  family  health  worker.  The  medical  coverage  form 
provided  information  on  insurance  coverage  and  medical  eligibility. 
Table  II  suimiarizes  the  medicaid  coverage  of  children  in  5  of  the  6 
schools  participating  in  the  project.  Almost  sixty  percent  (60%)  of  the 
children  enrolled  were  medicaid  eligible.  A  singular  number  of  children, 
nineteen  percent  (19%),  was  neither  covered  by  medicaid  nor  had  private 
coverage.  About  all  of  the  children  in  the  target  schools  were  on  the 
free  lunch  program  offered  in  the  schools. 
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TABLE  II 
MEDICAID  ELIGIBILITY 

January  1980  -  June  1982 


No.  Enrolled 

No.  Medicaid 

Percent  Medicaid 

Arl ington 

264 

130 

49.2 

Lawlor 

313 

175 

55.9 

Leahy 

489 

243 

49.6 

Hennessey 

526 

368 

70.0 

Tarbox 

387 

252 

65.1 

TOTAL 

1,979 

1,168 

59.0 

Information  not  available  for  Leonard  School. 


August  1982 
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b)     Student's  School  Assessment  Form 


I 


Teachers  were  asked  to  complete  this  form  which  provided  information 
on  the  child's  school  functioning.  The  assessment  form  included  academic 
and  behavioral  questions.  The  form  provided  data  which  acted  as  a 
screening  device  for  developmental  concerns. 

c)     Physical  Assessment 

The  information  gathered  through  the  health  history,  school  records 
and  student's  assessment  form  provided  the  basic  background  information 
for  the  nurse  practitioner  when  conducting  the  physical  assessment.  A 
Pediatric  Nurse  Practitioner  (with  support  from  the  project's 
Pediatrician)  performed  the  half-hour  physical  assessment  with  laboratory 
work  done  by  a  Medical  Assistant  or  Medical  Lab  Associates  (  a  local  firm 
contracted  for  this  service). 

Table  I  shows  the  number  of  children  screened  by  the  Project. 
Eighty-eight  (88%)  percent  of  enrolled  students  were  screened  at  least 
once.  Two  hundred  and  seven  (207)  students  were  screened  a  second  time 
as  required  by  the  Project  Good  Health  Periodicity  Schedule. 

The  Lawrence  Children's  Health  Project  required  space  to  perform 
physical  examinations  and  the  basic  laboratory  tests  that  are  part  of  the 
direct  health  assessment.  The  initial  intent  was  to  utilize  space  within 
the  Lawrence  Public  Schools,  but  in  most  cases  every  available  room  in 
the  school  buildings  were  being  used  and  an  alternative  was  required.  A 
mobile  van  provided  standardized  space  as  well  as  site  flexability.  It 
could  be  moved  from  school  to  school. 

During  the  Second  Project  year  it  was  apparent  that  the  Project  was 
meeting  a  need  within  the  schools.  As  it  became  accepted  by  school 
personnel,  the  project  had  an  opportunity  to  test  the  use  of  a  room 
within  a  school  for  screenings.  The  Project  eventually  phased  out  the 
medical  van  because  of  cost  but  it  had  been  very  helpful  in  getting  the 
program  started. 
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d)     Developmental  Assessment 


The  Nurse  Practitioner  reviewed  the  school  assessment  form,  the 
physical  exam  and  any  parent  concerns  on  the  history  and  if  concerns  were 
evident,  she  recommended  a  Pediatric  Elementary  Examination  (PEEX).  This 
was  a  neuro-developmental  assessment  which  was  designed  to  elicit  areas 
of  developmental  strengths  or  weaknesses  for  each  child  tested.  Specific 
areas  examined  were: 

•  Temporal-Sequential  Organization 

•  Visual-Spatial  Orientation 

•  Auditory  Language  Function 

•  Fine  Motor  Function 

•  Gross  Motor  Function 

•  Short  Term  Memory 

This  assessment  was  given  by  the  Project's  Family  Health  Workers  who 
had  been  trained  by  Children's  Hospital. 

3.  Referrals 

N 

The  Nurse  Practitioner  completed  a  Screening  Summary  Form.  All 
positive  findings  from  the  Screening  Summary  required  referral  for 
diagnosis  and  possible  treatment.  Parents  were  given  their  choice  of 
providers  in  the  community.  Developmental  concerns  were  referred  to  the 
school  system.  Interpretation  of  the  developmental  assessment  and 
suggestions  for  remediation  were  provided  by  the  Projects 's  educational 
specialist  or  Pediatric  Fellow. 

Through  the  screening  process,  over  4,300  concerns  were  identified, 
or  2.0  concerns  for  each  child  screened. 

Table  III  contains  a  listing  of  the  major  areas  of  concern  identified 
through  the  screening  and  the  frequency  with  which  that  particular  area 
was  identified.  Table  IV  presents  all  concerns  for  students  in  each 
school . 
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TABLE  III 
MAJOR  CONCERNS  FOUND* 

January  1980  -  June  1982 


no .  of 
Students 
With  Concern 

Percent  of 
Students 
Screened 
N=2,117 

Percent  of 
Concerns 

Found 
N=4,337  ■ 

Need  Dentist  or  Dental  Care 

961 

45.4 

22.2 

Need  E.N.T.  Specialist  or 
has  Hearing  Concern 

578 

27.3 

13.3 

Need  Immunization  or  Lacks 
Immunization  Record 

561 

26.5 

12.9 

Need  Primary  Care  M.D. 

466 

22.0 

10.7 

Growth  or  Nutrition  Concern 

332 

15.7 

7.7 

Vision  or  Eye  Concern 

309 

14.6 

7.1 

*  Data  on  concerns  found  by  the  project  are  available  on  2,117  out  of 
2,189  students  screened  or  rescreened.    A  total  of  4,337  concerns  were 
identified  or  2.0  concerns  per  screen  (2.2  concerns  per  student  with  any 
concern;  i.e.,  164  students  had  no  apparent  concern.) 


August  1982 
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TABLE  IV 
TOTAL  NUMBER  OF  CONCERNS  FOUND 

January  1980  -  June  1982 


Arl ington 
N=219 

Lawlor 
N=264 

Leahy 
N=435 

Leonard 
N=209 

Hennessey 
N=575* 

Tarbox 
N=415 

TOTAL 
N=2.117. 

58 

46 

95 

45 

107 

115 

466 

129 

130 

217 

97 

157 

231 

961 

28 

61 

48 

53 

59 

50 

299 

3 

3 

15 

9 

12 

16 

58 

4 

5 

5 

3 

17 

o 
o 

1 0 

Oh 

7 

c 
0 

19 

109 

11 

14 

7 

5 

14 

8 

59 

28 

14 

36 

14 

57 

25 

174 

14 

18 

33 

12 

37 

25 

139 

44 

26 

47 

20 

47 

?7Q 

31 

28 

61 

26 

71 

92 

309 

84 

105 

103 

62 

71 

136 

561 

1 

4 

3 

16 

9 

33 

14 

6 

19 

2 

51 

6 

98 

12 

18 

28 

23 

38 

61 

180 

29 

43 

94 

43 

75 

48 

332 

53 

33 

54 

31 

45 

47 

263 

551 

564 

914 

454 

868 

986 

4,337 

17 

12 

59 

20 

35 

21 

164 

P.C.M.D. 

DM0 

ENT 

Respiratory 
Blood 

Cardio-Vascular 

Gastro-Intestinal 

Geni to -Urinary 

Integument 

Hearing 

Vision  &  Eyes 

Immunization 

Neurological 

Developmental 

Muscular-Skeletal 

Growth  &  Nutrition  - 

Other 

TOTAL 

No  Apparent  Concern 


*  A  total  of  647  screens  were  completed  at  the  Hennessey  School.    Data  on 
concerns  found  were  available  for  575  of  those. 
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4.     Follow- Up 

The  responsibility  for  follow-up  was  primarily  that  of  the  Family 
Health  Worker  assigned  to  the  case.  Once  the  referral  had  been  made,  it 
was  important  to  assist  the  family  in  making  and  keeping  appointments  and 
arranging  transportation  and/or  translation  where  necessary.  In  some 
cases,  it  was  necessary  to  help  families  obtain  third  party  assistance 
for  payment  to  local  providers.  The  Client  Management  Record  and  the 
Case  Activity  Record  provided  the  structure  to  insure  that  follow-up  was 
completed  for  each  child. 

The  degree  of  follow-up  was  determined  by  a  case  conference  between 
the  Nurse  Practitioner  and  the  Family  Health  Worker  assigned  to  the 
case.   Three  catagories  of  follow-up  were  used: 

a.  In  need  of  immediate  referral  because  of  acute  situation. 

b.  In  need  of  referral  because  of  positive  finding,  personal 
contact  required. 

c.  In  need  of  information  or  educational  materials,  ususally 
no  personal  contact  necessary. 

The  educational  materials  developed  or  used  by  the  Project  were  very 
helpful  in  easing  the  caseload.  Workers  could  distribute  information  on 
lice  control  or  on  boosting  iron  intake  through  diet,  etc.  without 
reducing  the  time  needed  for  personal  contact  for  follow-up  on  (a)  or  (b). 

Families  with  no  problems  identified  through  the  screening  were  sent 
a  letter  indicating  normal  findings.  A  copy  of  the  screening  was  also 
sent  to  the  Primary  Care  Physician  as  well  as  to  the  child's  school. 

5.     Client  Flow 

The  chart  on  the  following  pages  presents  a  summary  of  the  client 
flow  through  the  Project  as  previously  discussed. 
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6.  Training 


Beginning  in  January  1980,  the  Project  conducted  a  number  of 
awareness  sessions  for  teachers  and  administrators  of  participating 
schools.  At  these  workshops,  the  participants  were  introduced  to  key 
concepts  relative  to  Early  and  Periodic  Screening,  Diagnosis  and 
Treatment.  They  were  made  aware  of  the  Project's  philosophy  and  the 
relationship  of  school  programs  to  children's  health.  In  conjunction 
with  this  introductory  session  to  the  teachers,  a  similar  session  was 
conducted  for  the  parents.  Parents  were  introduced  to  the  main  elements 
of  the  program  and  the  process  which  would  be  followed  through  screening 
and  referral . 

Subsequent  parent  workshops  were  conducted  focusing  on  specific 
problems  or  needs  of  children  who  had  been  screened  by  the  Project. 
Workshops  were  conducted  for  parents  of  children  identified  as  having 
Sickle  Cell  Trait.  Another  workshop  conducted  in  Spanish  on  High  Blood 
Pressure  was  especially  well  received. 

A  continuing  focus  for  training  was  the  Project  staff.  A  key 
objective  for  the  training  of  personnel  was  to  administer  the 
developmental  assessment  instrument.  A  second  important  training  goal 
was  to  provide  the  staff  with  awareness  level  knowledge  in  a  variety  of 
medical  areas.    Meeting  biweekly,  the  staff  dealt  with  such  areas  as: 

•  Basic  Health  Concepts 

•  Common  Medical  Procedures 

•  Childhood  Illnesses  and  Treatment 

•  First  Aid/Safety 

•  Health  History  -  Purpose  and  Process 
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•  Welfare  and  Other  Assistance  Programs 

•  Hispanic  Culture  Childcare  Practices 

With  an  elementary  school  administrator  as  the  school  system  liason 
and  with  the  support  of  a  part-time  research  assistant,  four  Health 
Resource  Units  were  developed  and  made  available  to  elementary  schools  in 
Lawrence.  These  units  included  content  materials  to  be  used  by  the 
teacher  in  the  classroom  and  instruction  for  the  principal  to  assist 
him/her  in  the  implementation  process.  The  units  covered  the  following 
topics: 

•  Dental  Care 

•  Hygiene 

•  Safety 

•  Nutrition 

Attention  was  also  given  to  developing  awareness  among  children. 
Prior  to  the  physical  assessments,  children  were  taken  in  small  groups  to 
the  medical  van  or  exam  area  and  shown  the  equipment.  They  were  also 
provided  a  short  overview  of  the  program  in  their  school  classroom. 
During  each  exam,  the  nurse  practitioners  conducted  health  education  with 
each  student 

7.  Billing 

The  Lawrence  Children's  Health  Project/Merrimack  Education  Center  is 
an  "Alternate  Provider"  for  the  Massachusetts  Department  of  Public 
Welfare  (Medicaid)  Project  Good  Health  Program.  The  Project  follows  all 
applicable  PGH/EPSDT  guidelines  for  the  screening  of  Medicaid  children 
and  the  Project  bills  the  Department  for  those  screenings.  Billing  is 
based  on  the  Department's  standard  fee  schedule  for  Project  Good  Health 
providers. 
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This  particular  type  of  provider,  an  alternate  provider,  was  designed 
by  the  State  Department  of  Public  Welfare  in  order  to  expand  the  number 
of  Project  Good  Health  providers  so  that  more  children  could  be  reached 
through  the  very  important  screening  procedures.  The  following  outlines 
the  procedures  used  to  identify  children  and  to  bill  for  Project  services. 

a)  Identify  Eligible  Children 

Intially,  it  was  important  to  determine  which  children  being  served 
by  the  Project  were  Medicaid  eligible.  All  parents  who  enrolled  their 
children  in  the  Project  were  interviewed  for  a  Health  History.  At  this 
point,  all  parents  were  asked  questions  regarding  their  financial 
coverage  for  medical  care.  Those  who  had  Medicaid  were  asked  for  their 
Medicaid  card  so  that  proper  information  regarding  names,  addresses  and 
Medicaid  ID  number  could  be  recorded.  State  Medicaid  forms  were  then 
placed  in  the  child's  folder. 

b)  Billing  for  Project  Screening 

For  the  first  two  years,  once  the  children  were  screened  by  the 
Project's  health  and  developmental  team,  the  billing  unit  was  notified  by 
a  Notice  of  Screening  Completion  Form.  This  form  provided  the 
appropriate  information  for  completing  Medicaid  forms  (Commonwealth  of 
Massachusetts  Form  MA-7).  The  MA-7  form  was  completed  depending  on  the 
actual  services  delivered  to  each  child. 

For  the  last  three  schools  a  new  Medicaid  form  was  introduced  by  the 
state.  This  form  (MA-7P)  required  that  the  nurse  practitioner  complete  a 
portion  of  the  form  and  the  billing  unit  completed  the  remainder. 

c)  Non-Medicaid  Children 

Not  all  children  screened  by  the  Project  were  eligible  for  Medicaid. 
The  federal  grant  allowed  the  Project  to  screen  these  children  at  no  cost 
to  the  parents.    Some  of  those  who  were  not  on  Medicaid  could  not  afford 
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diagnostic  and  treatment  services  that  were  needed  following  the 
screening.  The  Project,  therefore,  developed  a  means  test  for  using  the 
Project  funds  for  treatment  of  these  selected  non-Medicaid  eligible 
children.  This  means  test  was  based  on  the  School  Meals  program;  those 
who  were  eligible  for  the  meals  program  and  had  no  other  source  for 
medical  care,  were  eligible  to  receive  financial  aid  from  the  Project. 
Local  providers  billed  the  Project,  using  standard  forms  for  these 
selected  children.  There  was  a  limit  of  $250.00  for  each  child.  The 
Project  followed  applicable  Massachusetts  Medicaid  regulations  when 
expending  any  Project  funds  for  the  non-Medicaid  eligible  children. 

8.     Management  Information  System 

a)  Introduction 

Early  in  the  formulation  stages  of  the  Project  it  was  determined  that 
a  computerized  information  system  would  be  desirable.  The  applications 
of  this  system  include: 

•  Client  Records 

•  Case  Management  (referrral/fol low-up) 

•  Billing  System 

t  Research  Analyses 

•  Integrated  Data  Systems  (Special  education,  health,  etc.) 

The  Project  reviewed  available  public  domain  systems  on  the  belief 
that  use  of  an  existing  software  package  would  optimize  limited  funds  as 
well  as  enhance  dissemination  capabilities.  During  the  period  December, 
1979  -  April,  1980,  this  review  took  place  with  the  assistance  of  the 
Project's  consultant,  an  expert  in  health  information  sysytems.  This 
review  suggested  the  COSTAR  system  as  a  very  flexible  system  which  could 
possibly  match  Project  needs. 
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At  this  same  time,  the  Project  developed  detailed  specifications  of 
its  information  needs.  These  specifications  were  compared  to  COSTAR. 
This  further  analysis  indicated  that  COSTAR  not  only  provided  the  medical 
record  capacity,  but  appeared  to  allow  for  support  of  the  all  important 
case  management  aspects  of  the  Project. 

Later,  primarily  for  cost  reasons,  the  Project  determined  that  a 
microcomputer  system  using  the  data-base  management  language  dBASE  II 
would  be  more  appropriate.  This  micro  system  proved  to  be  very  helpful 
for  the  Case  Management  and  Integrated  Data  Systems  needs  of  the 
Project.  It  could  also  provide  useful  data  for  the  needed  Research 
Analyses.  Some  portions  of  Client  Records  were  stored  but  the 
microcomputer  system  did  not  have  the  record  capacity  of  COSTAR. 
Similarly,  dBASE  did  not  have  a  Billing  system.  This  could,  perhaps,  be 
added.  These  two  features  were  not  crucial,  however,  because  the 
Project's  manual  systems  were  adequate  to  meet  the  needs. 

The  following  briefly  outlines  the  two  information  systems  tested  by 
the  Project.  A  separate  report  has  been  prepared  which  presents  greater 
detail . 

b)     COSTAR  Overview  (minicomputer) 

COSTAR  (Computer-Stored  Ambulatory  Record)  is  a  computer-based 
ambulatory  infor^nation  system  which  improves  and  expands  upon  the 
capabilities  of  a  traditional  medical  record.  Although  use  of  the  term 
"record"  has  historical  precedence,  COSTAR  is  more  appropriately 
considered  an  information  and  communication  SYSTEM  designed  to  meet  both 
the  medical  care  and  financial/administrative  needs  of  either  a 
fee-for-service  or  prepaid  group  practice. 

The  central  objectives  of  COSTAR  are  to: 

1.  Facilitate  patient  care  by  improving  the  availability  of 
medical  information  in  terms  of  accessibility,  timeliness 
of  retrieval,  legibility,  and  organization. 
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2.  Enhance  the  financial  viability  of  the  medical  practice  by 
providing  a  comprehensive  billing  system  with  accompanying 
accounting  reports. 

3.  Facilitate  medical  practice  administration  by  providing  the 
data  retrieval  and  analysis  capability  required  by 
management  for  day  to  day  operation,  budgeting,  and 
planning. 

4.  Provide  data  processing  support  for  administrative  and 
ancillary  services  (e.g-.  scheduling,  laboratories,  and 
planning) . 

5.  Provide  the  capability  to  generate  standardized  management 
reports  and  support  user-specified  inquiry  and 
report-generation  on  any  elements  of  the  data  based. 

6.  Support  programs  of  quality  assurance  by  monitoring  the 
content  of  the  data  base  according  to  user-specif iea  rules 
and  to  report  automaticaaly  any  deviations  from  these 
standards  of  care. 

The  Project  entered  into  a  time-share  agreement  initially  with  the 
Massachusetts  State  College  System  and  then  with  a  community  health 
center  to  utilize  a  Digital  POP  11/40  computer. 

A  pilot  test,  using  a  small  sample  of  children  was  completed  in  the 
summer  of  1981.  Encounter  codes,  procedures,  report  formats,  and  school 
Information  needs  were  reviewed  and  tested. 

Following  the  test,  long  range  plans  showed  that  the  cost  of 
purchasing  or  leasing  time  on  a  mini-computer  would  be  beyond  the 
capablilities  of  the  Project.  Alternative  arrangements,  including  joint 
purchasing  of  a  mini-computer,  were  explored.  By  the  fall  of  1981,  it 
was  apparent  that  COSTAR  was  no  longer  the  best  alternative. 

c)     dBASE  II  Overview  (microcomputer) 

dSASE  II  is  a  data-base  management  language  which  operates  in  a  CP/M 
environment  on  a  microcomputer.  The  Project  purchased  an  APPLE  II  Plus 
microcomputer  for  this  system.    The  Project  obtained  over  5  million  bytes 
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of  storage  space  for  data  on  students  by  purchasing  a  Corvus  Hard  Disk 
System. 

dBASE  II  requires  the  following  hardware  and  software  environment: 


8080,  8085  or  Z-80  based  microprocessor  system  (like  the 
TRS-80/II,  Northstar,  Apple  II  with  the  Z-80  card,  etc.) 

48K  bytes  minimum  of  memory  (dBASE  II  uses  locations  from 
5CH  to  A400H)  for  most  micros,  56K  for  Apple,  Heath, 
Northstar  and  a  few  others. 

CP/M  (version  1.4  or  2.x),  CDOS  OR  CROMIX  operating  systems. 

One  or  more  mass  storage  devices  (usually  floppy  disk 
drives ) 

A  cursor-addressable  CRT  if  full  screen  operations  are  to 
be  used. 

Optional  test  printer  (for  some  commands). 


dBASE  II  Specifications 

Records  per  database  file 
Characters  per  record 
Field  per  record 
Characters  per  field 
Largest  number 
Smal lest- number 
Numeric  accuracy 
Character  string  length 
Command  line  length 
Report  header  length 
Index  key  length 
Expressions  in  SUM  command 


65535  max 
1000  max 
32  max 
254  max 


■63 


+1 .8  X  10  "  approx 
+1  X  10"^^  approx 
10  digits 
254  characters  max 
254  characters  max 
254  characters  max 
100  characters  max 
5  max 


Appendix  F  presents  a  more  detailed  description  of  the  microcomputer 
system. 
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9.  Brokering 


A  major  goal  of  the  Project  was  to  broker  resources  and  services  from 
existing  providers  to  meet  client  needs'.  The  Project  completed  a  number 
of  brokering  activities. 

a.     Contracts  and/or  agreements  with: 

•  Children's  Hospital  Medical  Center:  consultation; 
personnel,  which  included  a  pediatric  nurse 
practitioner,  a  Pediatric  Fellow  (a  pediatrician 
performing  post  residency  training),  and 
Developmental  Assessment  Training. 

•  Lawrence  Medical  Associates:  lab  tests  and  analysis. 

t  Education/Developmental  Specialist:  interpretation  of 
screening  results  to  school  personnel,  consultation, 
training,  identification  of  successful  practices. 

•  Boston  City  Hospital:  (Sickle  Cell  Center)  lab 
analysis,  consultation,  parent  training  and 
counsel ing. 

t  -  Bournival  Plymouth:  lease  of  mobile  van  used  for 
screening  activities. 

f  Management  Information  Systems  Consultants: 
development  of  information  specif icatins,  COSTAR 
modification,  MIS  system  testing,  BASE  implementation. 

•  Massachusetts  State  College  System  and  Harvard 
Street/Health  Center:  shared  computer  time  to  support 
the  pilot  of  student  health/school  record  system 
(MIS). 
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b.  Referral  of  families  to  local  providers: 

•  Twenty-seven     area     doctors     and     dentists  accept 
referrals  on  a  regular  basis. 

•  Greater  Lawrence  Family  Health  Center. 

•  Bon  Secours  Hospital  Pediatric  Clinic. 

•  Lawrence     General     Hospital     Speech,     Hearing  and 
Language  Center 

c.  Cooperative  agreements  with  Lawrence  Public  Schools: 

•  Provide   medical    and    home    assessments    for  certain 
special  education  evaluations. 

t       With  the  school  nurse,  up-date  and  follow-through  on 
immunization  requirements. 

•  Utilize   school    staff  to   acquire   children 's  .  health 
history. 

•  Follow-through  on  health  concerns  identified  through 
-    school  vision  and  hearing  screen. 


Appendix  E,  Summary  Report  -  Spring,  1982,  and  Appendix  H,  ABT 
Evaluation  Report,  discuss  the  Project's  brokering  concept  further. 
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C.   FUTURE  PROJECT  ACTIVITIES 


The  Lawrence  Children's  Health  Project/EPSDT  began  delivering 
services  in  January,  1980.  By  June,  1982,  over  2,000  Lawrence  school 
children  had  benefitted  from  the  Project.  The  ability  to  identify  needs 
and  to  act  as  a  broker  to  meet  those  needs  was  important  to  the 
successful  demonstration  of  this  school-based  model. 

This  success  has  been  recognized  by  the  superintendent  and  the  school 
committee  in  Lawrence  and  has,  thus,'  led  to  support  for  future  Project 
activities.  The  LCHP  has  completed  its  Federal  demonstration  grant  and 
will  continue  under  funding  from  state  and  local  sources. 

Appendix  G  is  a  copy  of  a  letter  of  agreement  between  the  Lawrence 
Public  Schools  and  the  Merrimack  Education  Center,  Inc.  This  agreement 
provides  for  the  continuation  of  the  Project's  EPSDT  services  and  for  the 
integration  of  those  services  with  the  school  health  program.  The 
Project  will  thus  provide  the  following  services  in  the  future: 

•  Complete  health  examinations 

•  Maintain  school  health  records 

•  Determine  immunization  status 

•  Provide  vision,  hearing,  and  posture  screens 

•  Supervise  school  nurses 

•  Follow-up  on  concerns  with  families 

The  demonstration  grant  was  the  catalyst  to  provide  new  and  improved 
services  to  Lawrence  school  children.  Those  services  have  become  an 
integral  part  of  the  Lawrence  community. 
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III.    MAJOR  MILESTONES  OF  EACH  PROJECT  OBJECTIVE 
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A.  INTRODUCTION 

During  the  past  three  years  the  Lawrence  Children's  Health  Project 
tested  procedures,  forms  and  delivery  models  to  determine  the  most 
effective  way  of  serving  the  children  in  the  Lawrence  Public  Schools. 
Many  milestones  were  reached  during  this  period.  All  have  been 
documented  in  quarterly  reports  previously  submitted  for  FY1980  and 
FY1981. 

Fiscal  year  1980  witnessed  the  implementation  of  the  Lawrence 
Children's  Health  Project/EPSDT.  This  implementation  included  the 
delivery  of  services  to  over  400  children  in  the  first  target  school,  the 
successful  referral  of  children  during  that  period,  and  the  successful 
billing,  by  the  Project,  to  the  State  Department  of  Public  Welfare  for 
Medicaid  eligible  children.  This  implementation  demonstrated  the  ability 
of  a  school-based  system  to  reach  a  high  percentage  of  the  target 
population  and  to  successfully  broker  services.  Agreements  with  the 
Children's  Hospital  Medical  Center  in  Boston  and  the  Lawrence  Public 
Schools  guaranteed  the  screening.  Arrangements  with  local  providers 
guaranteed  resources  for  referral  (though  there  still  remained  a  lack  of 
a  sufficient  number  of  primary  care  givers  in  Lawrence). 

Fiscal  year  1980  also  saw  the  initial  steps  to  integrate  public 
school  records  with  health  records  of  the  EPSDT  project.  This 
integration  was  particularly  evident  in  the  use  by  the  project  of  School 
Health  records  for  vision,  hearing  and  immunization  results.  Integration 
also  occurred  for  children  who  did  poorly  on  the  developmental 
assessment.  They  were  referred  into  the  Lawrence  Public  Schools  for 
potential  treatment  of  special  education  needs.  Plans  were  developed  for 
the  use  of  a  medical  record  software  system  known  as  COSTAR  for  storage 
of  the  records. 
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Fiscal  year  1981  was  the  first  full  year  of  operation  and  therefore 
was  the  major  year  for  demonstrating  the  effectiveness  of  this  model  for 
delivery  of  services.  During  the  year,  the  Project  was  able  to  test 
procedures,  forms  and  policies  and  make  necessary  revisions,  so  that  by 
the  end  of  the  year  the  Project  was  on  a  firm  basis  for  continued 
delivery  of  services. 

Over  1000  children  were  screened  in  fiscal  year  1981.  This 
represented  successful  outreach  through  five  schools  and  one  day  care 
center. 

The  Project  tested  the  COSTAR  computer  system  during  fiscal  year  1981 
and  early  in  fiscal  year  1982  decided  that  a  different  system,  using  a 
microcomputer  rather  than  a  minicomputer,  would  be  more  appropriate. 

Fiscal  year  1982  began  with  more  than  the  change  in  directions  for 
the  management  information  system.  Based  on  the  Project's  prior 
experience,  new  forms  were  printed  and  proved  very  helpful  in 
streamlining  the  history  and  screening  process.  Also,  because  the 
Project  had  a  good  record  of  service  the  school  department  agreed  to  have 
the  Project  supervise  the  school  health  staff  which  resulted,  among  other 
things,  in  the  successful  updating  of  immunizations  at  the  high  school 
which  recently  had  been  cited  for  85%  non-compliance  with  state 
regulations. 

As  the  Project  completed  the  period  covered  by  the  federal  grant, 
plans  had  been  made  to  remain  in  Lawrence  with  cash  and  in  kind 
contributions  from  the  school  department  as  well  as  Medicaid  billing  as 
the  source  of  income  for  FY83.  Thus  the  Federal  Project  ended  with  not 
only  a  positive  impact  on  the  Lawrence  school  children  (over  2000 
screened)  but  also  with  a  well  established  program  capable  of  continuing 
to  serve  those  children  and  their  families. 

The  remainder  of  this  Section  discusses  the  Major  Milestones  for  each 
objective.    The  milestones  are  listed  by  fiscal  year. 
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B.    BROKER  MODEL 


Objective  1:  Design  and  implement  a  contracting  brokering  mechanism 
operating  through  a  collaborative,  that  will  interface  local  schools  and 
medical  service  providers  and  promote  cooperation  to  assure  that  EPSDT 
requirements  are  being  satisfied. 

1.  FY  80       The  Project  successfully  brokered  for  services  from  the 

nationally  known  Children's  Hospital  Medical  Center,  in 
Boston,  to  provide  technical  assistance  as  well  as  medical 
staff  for  the  medical  and  developmental  sceening  in  the 
city  of  Lawrence.  The  short  supply  of  primary  care 
providers  in  the  Lawrence  area,  necessitated  the  brokering 
of  services  from  outside  the  area  in  order  to  provide  the 
required  screening  services. 

2.  FY  80        In  addition  to  the  need  for  medical  services,  there  was  a 

need  for  adequate  space  to  provide  screening.  The  schools 
did  not  have  sufficient  space  within  their  walls.  Although 
the  success  of  the  Project  over  time  meant  that  principals 
were  willing  to  find  space,  the  initial  need  was  met  by 
leasing  a  medical  van  which  was  parked  at  the  school  each 
day  for  use  by  the  screening  team. 

3.  FY  80        In  order  to  help  support  Project  services  and  to  eventually 

provide  financial  support  following  withdrawal  of  Project 
grant  funds,  the  Merrimack  Education  Center/LCHP 
successfully  contracted  with  the  Department  of  Public 
Welfare  as  an  alternative  Project  Good  Health  provider. 
This  alternative  EPSDT  provider  was  the  first  and  still  is 
the  only  such  provider' in  the  State.  This  contract  allowed 
for  reinbursement  for  screening  to  Medicaid  eligible 
children. 

4.  FY  80        Brokering     for     services     occured     following  screening. 

Children  with  positive  screening  results  were  referred  to 
local  providers.  The  Project  was  successful  in  identifying 
providers  who  were  willing  to  accept  referrals  and  worked 
with  those  providers  to  obtain  the  best  treatment  services 
for  Project  children  as  well  as  to  link  children  with 
sources  of  on-going  care. 

5«  FY  81  It  is  significant  that  the  major  problems  found  by  the 
Project  were  simply  a  lack  of  primary  care:  both  dental  and 
medical.  The  Project  made  many  attempts  to  encourage 
parents  to  seek  or  to  develop  relationships  with  local 
primary  care  physicians  and  dentists.  However,  during  the 
course  of  the  second  year,  it  became  apparent  that  efforts 
to  encourage  parents  to  utilize  these  services  could  not  be 
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as  much  a  part  of  the  Project  as  originally  conceived.  A 
significant  amount  of  time  and  effort  was  required  when 
working  with  parents.  A  case  management  program  which 
includes  a  parent  education  effort  based  on  one-to-one 
contact  requires  a  large  staff  of  case  workers.  Funding 
for  this  component  in  the  future  is  not  anticipated  under 
Medicaid  payments.  While  a  search  for  funds  continued,  the 
Project  staff  began  to  spend  more  time  with  those  families 
with  serious  or  multiple  problems.  Thus,  the  staff  were  no 
longer  able  to  work  on  a  one-to-one  basis  with  those 
families  who  required  merely  to  establish  a  relationship 
with  a  local  provider.  (It  should  be  noted  that  local 
providers  initially  were  very  receptive,  however,  as  their 
own  office  practices  became  more  crowded,  they  indicated 
that  they  would  take  fewer  new  patients  unless  those 
patients  had  specific  problems.  Therefore,  increased 
efforts  in  the  area  of  obtaining  primary  care  physicians 
for  children  would  not  be  beneficial  because  of  the  lack  of 
available  resources). 

6.  FY  81        The  Project  had  originally  hired  a  medical   assistant  who 

provided  laboratory  assistance  for  the  nurse  practitioner 
working  on  the  medical  van.  When  the  Project  staff 
expanded  to  include  a  second  nurse  practitioner  it  became 
apparent  that  the  staffing  costs  would  be  too  high  if 
another  medical  assistant  were  hired.  Therefore,  the 
Project  contracted  with  a  local  laboratory  to  provide 
services.  When  the  medical  assistant  resigned  the  position 
in  June,  1981,  the  local  laboratory  became  the  source  of 
laboratory  services  (hematocrit  and  urinalysis)  for  all 
screening  sites.  (The  Project  maintained  active 
relationships  with  a  local  agency  for  lead  screening  and 
with  the  Boston  Sickle  Cell  Center  for  testing  and 
counseling.)  The  laboratory  sent  a  technician  to  the 
school  to  obtain  samples  from  50-80  children.  The  results 
were  returned  to  the  Project  the  next  day  for  inclusion  in 
the- child's  record.  This  became  a  very  effective  means  of 
assuring  that  children  in  the  Project  obtained  the 
necessary  laboratory  work.  This  process  allowed  for 
control  as  well  as  timely  processing  of  the  information 
received.  The  Project  was  able  to  bill  Medicaid  and  was 
thus  able  to  cover  the  cost  of  the  laboratory  contract  with 
the  local  laboratory. 

7.  FY  81        The  Project  applied  to  the  State  for  direct  reimbursement 

for  Developmental  Assessments.  This  was  requested  to  allow 
this  important  part  of  the  Project  to  continue  beyond  the 
end  of  the  federal  grant.  Because  the  State  was  willing  to 
recognize  that  Developmental  Assessments  should  be 
reimbursed  as  a  separate  diagnostic  test  beyond  the  initial 
screening,  the  Project  received  approval  of  the  application 
under  State  EPSDT  guidelines  in  early  FY  1982. 
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8.  FY  81        Another  major  activity  for  the  Project  which  proved  to  be 

of  long  range  benefit  to  the  health  of  Lawrence  school 
children  began  in  the  fourth  quarter  of  fiscal  year  1981. 
The  Project  submitted  a  proposal  to  the  Lawrence  Public 
Schools  which  provided  for  the  Project  to  oversee  the 
school  health  program  in  the  city  of  Lawrence? 
Responsibility  remained  with  the  school  department  but  the 
superintendent  and  school  committee  agreed  to  allow  the 
Project  to  supervise  school  nurses  and  school  vision  and 
hearing  testers  in  order  to  establish  a  coordinated 
system.  As  the  school  year  began  in  September,  1981,  this 
caused  an  increase  in  the  work  load  of  Project  management, 
but  was  seen  as  an  important  feature  for  the  continued 
operation  of  the  school  health  and  screening  program. 
Eventually,  the  school  nurses  could  be  retrained  to  become 
effective  case  managers  for  outreach  and  referral.  Time  of 
these  nurses  will  be  made  available  as  the  Project  frees 
the  school  nurses  from  their  paperwork,  relating  primarily 
to  immunizations  and  to  vision  and  hearing  screening.  This 
arrangement  for  supervision  was  successful  in  fiscal  year 
1982  and  has  provided  the  school  department  with  enough 
evidence  to  merit  funding  for  the  next  school  year.  This 
places  the  Project  in  an  excellent  position  to  coordinate 
EPSDT  and  school  health  services  and  to  continue  to  broker 
for  services  to  meet  the  needs  of  children. 

9.  FY  82        As  part  of  the  responsibilities  assumed  by  the  Project  in 

coordinating  the  school  health  program  it  was  necessary  to 
make  sure  that  all  state  regulations  were  being  met.  This 
was  accomplished  through  review  of  the  regulations,  a 
series  of  meeting  with  state  representatives,  and  a 
concerted  effort  to  organize  a  program  which  had  had  no 
coordinator  for  several  years.  This  included  the 
submission  of  waiver  request  to  the  state  in  order  to  allow 
the  Lawrence  school  health  program  to  be  more  flexible  in 
meeting  the  needs  of  its  students. 


C.    SERVICE  DELIVERY 


Objective  2:  Provide  access  to  special  education,  health,  and 
ancillary  services,  through  a  school  initiated,  single  intake,  evaluation 
and  case  management  sysytem,  for  all  children  in  the  Project  area. 


!•  FY  80  In  order  to  guarantee  access  to  services,  the  Project  first 
designed  special  outreach,  screening,  referral  and 
follow-up  procedures.  These  procedures  and  the  necessary 
forms  to  collect  information  at  each  stage  of  the  process, 
were  developed  in  the  first  quarter  of  fiscal  year  1980. 
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Over  time,  procedures  were  revised  to  reflect  the  on-going 
operations  of  the  Project.  However,  the  revisions  were 
minor  and  the  Project's  outreach,  screening,  and  referral 
services  were  extremely  successful  in  enrolling  and 
tracking  children.  At  the  first  school,  77%  of  the 
students  were  enrolled  (70%  of  those  were  Medicaid 
el igible) . 

2.  FY  80       The  Project  applied  for  and  received  a  waiver  from  the 

federal  regulations  in  order  to  provide  medical  services  to  " 
children  who  are  not  Medicaid  eligible.  This  was  found 
necessary  because  of  the  need  to  guarantee  services  for 
problems  found  as  a  result  of  the  screening.  Children  who 
did  not  have  Medicaid  or  who  had  no  insurance  coverage  {or 
limited  coverage)  would  not  have  been  able  to  access 
medical  -services  in  the  community  for  necessary  diagnostic 
and  treatment  services.  As  reported  to  the  Health  Care 
Financing  Administration,  on  January  2,  1980  the  Project 
designed  a  means  test  based  on  the  existing  criteria  used 
by  all  schools  to  determine  eligibility  for  the  meals 
program.  This  means  test  allowed  families  within  a  range 
of  income  (between  the  Medicaid  eligibility  level  and  the 
upper  level  for  the  reduced  meals  program)  to  obtain 
support  through  the  Project  for  their  children. 

3.  FY  80        In  January,   1980,  the  Project  began  its  outreach  efforts 

with  a  parent  meeting  in  the  first  school,  the  Hennessey 
School  in  North  Lawrence.  This  meeting  was  designed  to 
reach  as  many  parents  as  possible  in  order  to  enroll 
children  in  the  Project.  This  meeting  and  subsequent 
enrollment  activities  marked  the  beginning  of  service 
delivery  for  the  Lawrence  Children's  Health  Project. 

4.  FY  80        Following  enrollment,  screening  services  began  in  February 

of  1980.  These  screening  services  continued  throughout  the 
year  following  procedures  previously  devised.  At  the 
initial  school,  338  children  were  enrolled  (77%).  Of  these 
children  237  (70%)  were  determined  Medicaid  eligible. 
Thus,  a  high  percentage  of  the  target  population  was 
enrolled.  A  high  percentage  of  those  enrolled  and  screened 
were  Medicaid  children,  who,  most  likely,  would  not  have 
received  EPSDT  services  without  the  Lawrence  Children's 
Health  Project  reaching  them  through  the  Lawrence  Public 
Schools. 

5.  FY  80       During  the  Summer  of  1980,  the  Project  provided  screening 

to  children  in  the  Hennessey  School  neighborhood. 
Seventy-two  (72)  siblings  of  children  previously  screened 
at  the  Hennessey  School,  were  screened  during  the  Summer. 
This  demonstrated  the  feasibility  of  using  the  neighborhood 
school  as  a  base  for  reaching  pre-school  children.  The 
screening    services    for    these    pre-school    children  were 
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similar  to  those  used  during  the  school  year,  with  the 
exception  that  younger  children  required  a  different 
developmental  assessment. 

6.  FY  80        In  September,  1980,  the  last  month  of  the  fiscal  year  1980, 

the  Project  began  operations  at  a  second  school,  the  Tarbox 
School  in  the  Arlington  district  of  Lawrence.  This  school 
was  very  different  from  the  Hennessey  School.  The  physical 
plant  was  much  older  and  in  poor  repair.  The  neighborhood 
was  also  very  different.  These  factors  in  combination  with 
the  need  to  establish  relationships  with  new  school  staff 
presented  some  problems  for  initiation  of  Project 
services.  However,  service  delivery  was  successful  and 
enrollment  continued  to  increase  as  the  Project  became 
better  known  in  the  neighborhood. 

7.  FY  81        During  fiscal   year  1981,  the  Project  learned  that  there 

were  families  who  were  not  enrolling  their  children  in  the 
Project.  It  was  important  to  determine  why  this  was 
occuring.  Other  than  the  fact  that  some  parents  already 
had  primary  care  for  their  children,  the  major  reason  for 
not  enrolling  was  a  lack  of  interest  on  the  part  of  the 
parents.  The  Project  thus  began  a  special  outreach  effort 
to  enroll  children  who  had  been  reluctant  to  enroll.  These 
efforts  required  the  use  of  health  history  takers  - 
bilingual,  indigenous  workers,  many  of  whom  were  teachers 
in  the  schools  where  screening  occured.  These  history 
takers  were  responsible  for  contacting  the  parents  of 
children  not  enrolled  as  a  result  of  the  Project's  meetings- 
and  letters.  This  extra  outreach  effort  was  successful  in 
enrolling  more  children  and  reached  children  who  often 
needed  more  attention  than  those  enrolled  through  other 
means.  The  success  of  the  outreach  effort  was  apparent 
immediately.  At  the  Tarbox  School,  the  intial  enrollment 
had  reached  79%  of  the  children  in  the  school.  By  the  time 
the  Project  had  completed  screening  at  that  school,  a  total 
of  -90%  (50  additional  children)  were  enrolled.  Those  50 
children  averaged  3.1  problems  per  child,  compared  to  1.6 
problems  for  the  whole  population  at  that  school.  Had  the 
Project  not  reached  these  children  with  a  higher  prevalence 
of  problems,  they  would  not  have  enrolled  on  their  own  and 
would  likely  not  have  obtained  access  to  medical  services 
in  the  community.  The  Project  incorporated  these  outreach 
efforts  into  its  regular  activities,  in  order  to  make  sure 
that  the  maximum  number  of  children  in  need  of  the  service 
were  identified,  enrolled  and  screened.  Less  emphasis  was 
placed  on  open  meetings  which  tended  to  be  poorly 
attended.  Letters  from  principals  and  Project  staff 
continued  to  be  an  effective  way  of  reaching  a  large  number 
of  children. 
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8.  FY  81        Experience  during  the  previous  year  allowed  the  Project  to 

test  the  use  of  one  nurse  practitioner  at  one  Project 
school.  During  fiscal  year  1981,  the  Project  was  able  to 
expand  to  two  full  time  equivalent  nurse  practitioners. 
(There  were  three  nurses,  each  working  part  time).  ThTs 
expansion  was  necessary  in  order  to  allow  for  an  increased 
volume  in  billing  to  Medicaid  to  sustain  the  Project  in  the 
future;  and  to  provide  staff  to  do  the  rescreenings  that 
are  required  under  the  State  Medicaid  periodicity 
schedule.  It  was  projected  that  with  this  increase  in  *' 
staff,  the  project  can  screen  2,500-3,000  children  per 
year.  Further  increasing  the  number  of  nurse  practitioners 
is  not  practical  because  of  the  inability  to  provide 
support  services,  that  is,  case  workers.  There  is 
virtually  no  funding  available  for  case  work  staff. 

9.  FY  81        With    increased    staff,    the   Project   was    able    to  screen 

children  in  five  schools  during  fiscal  year  1981.  In 
addition,  the  Project  screened  children  at  a  local  day  care 
center  during  the  summer  of  1981  as  an  experiment  to  show 
that  the  Project  could  expand  to  sites  other  than  public 
schools.  During  the  year,  there  were  a  total  of  1,502 
children  screened.  A  total  of  2,339  problems  were  found. 
The  Project  did  have  significant  success  in  referring  and 
helping  families  to  obtain  services  in  the  Lawrence  area 
within  a  reasonable  amount  of  time.  Referrals  were 
arranged  not  only  for  problems  that  required  immediate 
attention  but  for  those  which  required  further  diagnostic 
or  treatment  services. 

10.  FY  81        Because  of  the  large  number  of  problems  found  and  because 

of  the  need  to  standardize  referral  decisions  between  three 
nurse  practitioners,  the  Project  developed  criteria  for 
referral  which  were  used  to  assist  nurse  practitioners  and 
case  workers  to  determine  the  immediacy  of  referrals. 
These  criteria  helped  the  practitioners  to  categorize  cases 
for- the  Project  case  workers.  In  addition,  the  Project  had 
criteria  which  were  used  by  nurse  practitioners  for  each 
physical  exam  that  they  did  which  helped  them  to  clarify 
any  questions  they  might  have  regarding  the  status  of  each 
ch  i  1  d . 

11.  FY  81        A   major    portion    of    the    Project    was    the  Developmental 

Assessment.  In  the  first  year  the  Project  had  one 
individual  assigned  to  do  Developmental  Assessments  of  all 
children  in  the  initial  school.  When  the  Project  moved  to 
the  second  school,  it  became  more  desirable  to  have  case 
workers  share  the  developmental  testing.  This  allowed  each 
tester  more  flexibility  and  prevented  burnout.  It  also 
allowed  case  workers  to  become  better  acquainted  with  the 
children  and  therefore  better  able  to  handle  any  referrals 
that  may  result  not  only  from  the  developmental  but  also 
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from  the  physical  exam.  The  Project  developed  a  teacher 
evaluation  form  (revised  to  become  the  student  school 
assessment  form).  This  form  was  completed  by  all  teachers 
in  each  school.  It  helped  to  clarify  the  developmental 
status  of  each  child  and  indicated  delays  which  may  exist. 
The  results  allowed  for  prioritization  of  students  and  the 
high  priority  students  were  tested  using  the 
neurodevelopmental  exam  originated  by  Children's  Hospital 
Medical  Center.  The  results  of  the  develpomental  exam  were 
analyzed  and  reviewed  with  teachers  by  Project  staff.  The 
focus  of  the  Develomental  Assessment  was  to  provide 
information  on  the  develomental  status  of  the  child 
(strengths  and  weaknesses)  to  the  school  personnel  so  that 
they  could  assist  the  child  in  the  learning  process. 
Review  of  the  effectiveness  of  the  student's  school 
assessment  form  was  conducted  by  the  project's  Pediatric 
Fellow.  This  review  included  a  comparison  of  the  actual 
results  of  the  Developmental  Assessment  and  the  results  of 
the  teacher  completed  evaluation  form.  This  review 
indicated  that  the  student's  school  assessment  form 
completed  by  teachers  was  effective  as  a  screening  tool  to 
identify  those  children  who  did  have  developmental  delays 
and  therefore  who  did  need  a  Develpmental  Assessment. 

12.  FY  82        When  the  Project  was  given  responsibility  for  supervision 

of  the  Lawrence  School  Health  Program  there  was  an 
immediate  need  to  upgrade  the  records  and  immunization 
status  of  the  students  at  the  high  school.  The  State 
Department  of  Public  Health  cited  the  high  school  as  having 
85%  of  the  1500  students  non-immunized.  The  Project  did 
not  usually  give  immunizations.  It  relied  on  local 
physicians  and  the  city  health  department  clinic.  However, 
to  meet  the  need  at  the  high  school  the  Project  first 
requested  that  students  obtain  shots  on  their  own.  After  a 
couple  of  months  it  was  apparent  that  not  all  were  doing 
this.  Thus,  on  February  3  and  4,  1982  the  Project  ran  an 
immunization  clinic  in  the  high  school  library.  Over  300 
students  were  immunized  and  the  high  schol  is  now  near 
compl iance. 

13.  FY  82        The   Project    prepared    a    School    Health    Policy   Guide  for 

Lawrence  Public  Schools.  This  became  the  guide  required 
under  state  law  for  all  schools.  Appendix  D  contains  a 
copy  of  the  Guide. 

14.  FY  82        Finally,  the  Project  completed  screening  at  several  schools 

begun  in  FY81,  initiated  and  completed  screening  at  another 
school,  and  did  rescreeening  at  still  another.  This  was  a 
positive  note  for  ending  the  Federal  Grant  period.  Please 
see  Section  II.  B.  for  a  summary  of  data  on  children 
screened  for  the  entire  Project  perioa. 
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D.  MIS 


Objective  3;  To  design  and  implement  a  management  information  system 
for  (a)  case  management  records,  and  (b)  billing  procedures. 


1.  FY  80  As  part  of  the  procedures  developed  hy  the  Project,  forms 
were  designed  for  case  management  of  all  children  enrolled 
in  the  Project.  The  necessary  forms  and  procedures  proved 
successful  in  keeping  track  of  each  child.  As  the  number 
of  children  grew  it  became  more  and  more  important  that  the 
Project  implement  it's  computerized  management  information 
system.  So,  during  the  second  quarter  of  fiscal  year  1980, 
the  Project  identified  the  existence  of  the  COSTAR 
information  sysytem  and  began  investigating  the 
possibilities  of  using  that  system  for  Project  needs.  That 
system  was  within  the  public  domain,  and  provided  a 
flexible  medical  records  system.  In  order  to  demonstrate 
the  capabilities  of  COSTAR,  the  Project  contracted  with  the 
Institute  for  Educational  Services/MITRE  Corporation.  This 
contract  allowed  for  a  brief  demonstration  of  COSTAR  so 
that  the  Project  could  become  more  familiar  wi th  this 
system.  That  demonstration  was  successful  and  showed  the 
interactive,  flexible  nature  of  COSTAR  to  be  a  very 
positive  feature.  Near  the  end  of  fiscal  year  1980,  the 
Project  made  the  decision  to  implement  a  COSTAR  system  in 
the  City  of  Lawrence.  The  Project  successfully 
demonstrated  COSTAR  for  fifty  (50)  children  from  the 
Hennessey  School  under  the  contract  with  lES/MITRE.  At  the 
same  time,  negotiations  began  for  obtaining  the  software 
and  hardware  necessary  for  the  Project  to  implement  the 
COSTAR  system.  However,  the  Project  year  ended  prior  to 
the  final  decision  regarding  equipment  for  the  support  of 
COSTAR.  (This  decision  was  subsequently  made  in  favor  of  a 
Digital  Electronics  Corporation  PDP-11/23  computer  with 
necessary  peripheral  equipment). 

2.  FY  80       At  about  the  same  time  the  procedures  were  established  for 

case  management,  it  was  necessary  to  design  the  system  for 
bi 1 1 ing.  This  was  developed  and  proved  successful  for 
keeping  track  of  medical  eligibilities  as  well  as  for 
obtaining  reimbursement  from  the  State  Medicaid  office  for 
screening  of  Medicaid  eligible  children.  It  did  not  appear 
that  either  the  volume  or  the  complexity  of  the  billing  by 
the  Project  required  a  computerized  billing  system. 

3.  FY  80        In  order  to  obtain  some  interim  statistical   data  on  the 

children  being  served  through  the  Project,  the  decision  was 
made  to  computerize  some  data  while  awaiting  implementation 
of  COSTAR.    A  local  statistical  corporation  was  contracted 
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to  provide  SPSS  analysis  of  data  on  fifty  (50)  children 
from  the  Hennessey  School.  Following  the  entry  and 
analysis  of  those  50  children,  more  data  became  available. 
By  the  Fall  of  1980,  data  was  compiled  on  195  children  from 
the  Hennessey  School. 

In  the  fourth  quarter  of  fiscal  year  1980,  the  Project  made 
a  presentation  to  the  State  Institutional  Review  Board  at 
which  time,  it  was  determined  that  no  human  subjects 
participating  in  the  Project  were  at  risk  and 
confidentially  was  protected  within  the  Project's  record 
system.  This  was  so  reported  to  the  Health  Care  Financing 
Administration  according  to  Protection  of  Human  Subjects' 
Regulations.  .  ~  

To    implement   the  Projects   COSTAR  management  information 
system,  two  important  services  were  brokered  into  Lawrence. 
The  first  was  the  services  of  a  consultant  with  knowledge 
of  COSTAR  and  of  the  MUMPS  language  in  which  COSTAR  is 
based.      During    the    year,    these    consultants  provided 
important  technical  services  to  the  Project.     The  second 
need  was -for  computer  hardware.    The  Project  was  able  to 
contract  for  time  on  a  digital  PDP11/40  at  the  Commonwealth 
Center,  a  multiserrvice  center  of  the  Massachusetts  State 
College  System  in  Wellesley,   Massachusetts.     However,  in 
July  the  Project  learned  that  the  Center  would  be  closing. 
This  required  finding  another  location  with  the  appropriate 
hardware/software    configuration.      This    was    done  with 
minimal    loss    of    time    by    obtaining    services    from  a 
Neighborhood  Health  Center  in  Boston.    The  Hardware  at  that 
location  allowed  the  Project  to  load  COSTAR  software  and  to 
enter  data  and  access  that  data  via  telephone  connection 
from  Lawrence.     Availability  of  computer  hardware  allowed 
the  Project  to  enter  records  during  the  summer  of  1981. 
Data  on  Project  children  were  entered  as  an  experimental 
test  of  the  data  entry  capabilities  and  of  the  design  of 
forms  for  the  Project.    Forms  were  revised  to  make  sure 
that  data  was  easily  entered  from  them  as  original  source 
documents.     COSTAR    codes    data    to    allow    an  extremely 
flexible  data  entry  system.     Unfortunately,   it  was  found 
that  the  data  was  not  as  accessible  as  desired.    During  the 
summer  of  1981  standard  COSTAR  output  reports  were  tested. 
These    were    not    flexible    enough    to    provide  Lawrence 
Children's   Health   Project   data   needs.     The  redesign  of 
these  reports  would  be  a  major  programming  task.  However, 
the  Massachusetts  General  Hospital  Laboratory  of  Computer 
Sciences  (which  created  COSTAR)  did  have  a  revised  report 
generating  capability  callea  Medical    Query  Language.  It 
was  anticipated  that  this  language  would  be  available  in 
the  fall  of  1981  and  would  be  incorporated  into  the  version 
of  COSTAR  which  the  Project  was  using.    When  available,  the 


MQL  was  tested  for  its  capacity  to  provide  the  necessary 
reports.     Some  technical   problems  prevented  a  successful 
test.    In  addition  to  the  problems  that  the  Project  had 
with  generating  the  necessary  reports  from  COSTAR  the  cost 
of    a    minicomputer,    such    as    the    Digital    11/40,  was 
determined  to  be  an  investment  that  the  Project  did  not 
wish  to  make.    In  addition,  it  became  apparent  by  the  end 
of  fiscal  year  1981  that  the  Project,  in  the  long  term, 
could  not  afford  the  operation  of  COSTAR.    It  was  estimated 
that  a  minimal  expenditure  of  $20,000  per  year  is  required 
for  the  operation  of  this  system.    The  Project  had  adequate 
procedures  for  collecting  data  and  retrieval  of  data  if  it 
was   of   a   clinical    nature    and    pertinent    to  individual 
children.     However,    if  COSTAR  were  not  operational,  the 
Project  would  not  have  the  important  capability  for  more 
effective  management  of  the  system.    Thus,  plans  were  made 
at  the  end  of  the  fiscal  year  to  obtain  a  microcomputer 
system  which   would   cost   under  $10,000  and  have  minimal 
on-going  costs.    This  dual  paper/computer  system  (that  is, 
paper  for  clinical  reports  and  billing  and  a  computerized 
management  record)  was  the  best  approach  for  long-range 
needs  in  Lawrence. 

6.  FY  82  With  some  financial  assistance  from  the  Massachusetts 
Department  of  Public  Health,  the  Project  designed  the 
microcomputer  system  and  began  data  entry  in  January, 
1982.  The  system  uses  a  data  base  management  language 
called  dBASE  II  which  provides  several  standard  entry  and 
retrieval  formats.  This  language  is  available  commercially 
and  is  operated  by  the  Project  on  an  Apple  II  Plus  micro 
with  a  Corvus  System  hard  disc  drive  with  a  5.7  megabyte 
storage  capacity. 

This  system  is  described  in  greater  detail  in  a  separate 
report  (Appendix  F) . 


E.  TRAINING 


Objective  4:  Design  and  implement  a  comprehensive  education  program 
for  children,  parents,  local  school  principals,  physicians,  and  related 
medical  health  professionals  and  others  involed  in  the  demonstration  to 
inform  them  about  the  goals  and  operation  of  the  Project;  to  instruct 
them  regarding  their  individual  roles  in  the  proposed  system;  and  to 
educate  them  regarding  health  care. 
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1.  FY  80  The  initial  activities  of  training  and  education  under  the 
Project  necessarily  focused  on  the  needs  of  the  Proiect  to 
get   services   operational.     The  first   training  milestone 

?eaXr1  '"J'^T'^V  orientation  for 

teachers  at  the  Hennessey  School.  This — orientation 
informed    teachers,    the    school    nurse,    and    otheJ  s?hJol 

helping  to  obtain  screening  and  treatment  services  for 
roller!!  Hennessey  School.     The   orientation  was 

nl?ghJo?hoo5s.°''" 

^*        ^°       nloZ  ^J^'/'J^^n'"?^  educational   activities  focused  on  the 
ZfiLf         '^'°'^'.'u*  St^f^^  were  trained   in  thi 

methods  of  giving  the  Health  History;  selected  staff  were 
trained  to  do  Devlopmental  Assessments;  some  staff  received 
training  in  Physical  Examination  and  Lab  Work;  and  there 
were  general  staff  training  sessions  as  well.  Some  of  the 
start  training  took  place  in  Lawrence  while  sessions  took 
Place  at  Children's  Hospital  Medical  Center  in  Boston 

3.  FY  80       ^°^^oyi;g  the   initial   stages  of  the  Project,  plans  were 

formu  ated  for  the  training  of  teacher..  This  became  mo?e 
necessary  as  the  results  of  the  Developmental  testing  were 
reviewed.    Workshops,  groups  and  other  activities  were  held. 

4.  FY  80       Because    of    the    number    of    children    who    were  having 

all  tiVr/  J\  the  developmental  test  (approximately 
one-third  of  the  children  needed  followup),  the  Project 
decided  to  utilize  a  consultant/developmental  specialist. 
^^^-.Trn'Jh'''*^-  teache'-s  on  an  individual  child  basis  and 
assisted  them  in  developing  classroom  situations  to  meet 
the  needs  of  these  individual  children.  Over  time  this 
roll  was  assumed  by  the  Project's  Pediatric  Fellow  because 
specialist^  available   for   continued   support   of  the 

5.  FY  80        As  the  Project  staff  became  more  and  more  aware  of  the 

problems  of  the  children  and  families  in  Lawrence,  an 
liT.ZV''^  ll^'^^'l^  schedule  was  planned  for  the  Fall  and 
winter  ot  the  school  year  1981.  This  training  was  helpful 
to  staff  in  their  work  with  parents  as  well  as  their 
overall  knowledge  of  health  and  community  agencies. 

6.  FY  80       Based  on  the  results  at  the  Hennessey  School,   it  became 

apparent  that  certain  areas,  such  as  nutrition  and  sickle 
cell  disease  needed  some  extra  educational  input.  In  some 
cases,  the  Project  arranged  tor  individual  counseling  for 
parents  regarding  the  causes  and  treatment  of  sickle  cell 
In  other  situations,  such  as  nutrition,  the  Project 
formulated  plans  to  devlop  educational   packages  for  each 
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school.     These  resource  packages  were  developed  and  are 
discussed  below.    In  addition,  a  nutritionist  worked  with 
the  Hennessey  School  staff  in  June,  1980  and  children  were 
referred  to  the  Extended  Food  and  Nutrition  Program  of  the 
County  Extension  Service. 

7.  FY  81        As  the  Project  screening  proceeded,  it  was  determined  that 

children  lacked  some  important  knowledge  of  health. 
Educational  activites  therefore  were  determined  as  an 
important  means  of  intervening  to  prevent  future  health 
problems.  Therefore,  the  Project  contracted  with  a  local 
teacher  to  develop  a  package  of  instructional  material  for 
Lawrence  Public  School  teachers  to  use  for  instuction  on 
personal  and  dental  hygiene.  A~second  package  on  nutrition 
and  a  third  on  safety  were  also  indicated  as  needed.  The 
design  of  these  health  packages  was  completed  during  the 
fiscal  year  and  were  tested  by  teachers  at  the  Leahy  School 
in  the  1981-1982  school  year.  Following  the  successful 
testing  of  these  materials,  it  is  anticipated  that  the 
school  department  will  reproduce  them  and  distribute  them 
system  wide  for  use  in  the  health  education  programs  of  the 
schools. 

8.  FY  81        During  the  course  of  the  year,  the  Project  developed  and 

supplied  a  great  deal  of  information  to  parents  either 
verbally  or  in  writing  regarding  specific  problems  their 
children  might  have.  Topics  such  as  lice,  earwax  or 
obesity  were  covered  and  became  an  important  source  of 
information  for  parents  and  staff. 

9.  FY  82       A   manual    on    Developmental    Assessment   was    developed  by 

Children's  Hospital  Medical  Center  for  the  Project.  This 
manual  was  intended  for  teachers,  to  aid  them  in  better 
implementing  recommendations  from  the  Project's 
Developmental  Assessments. 

10.  FY  82        In  -response   to   the   need   seen   by   the   Project   for  more 

information  for  parents  about  local  resources,  the  Project 
developed  a  resource  manual  for  parents  of  young  children, 
birth  to  five  years  old.  With  a  small  grant  from  the 
Massachusetts  Department  of  Education,  Early  Childhood 
Project,  this  pamphlet  was  written  in  both  Spanish  and 
English.    Appendix  B  contains  a  copy  of  this  pamphlet. 


F.    EVALUATION  &  DISSEMINATION 


Objective  5:  Evaluate  the  effectiveness  of  the  Project  and 
disseminate  the  results  of  the  evaluation  along  with  other  Project 
materials,  throughout  Massachusetts  and  the  Nation. 


1.    FY  80 


J?/^ade  ^^&^|EHt  fro.  £.„cat,„  resting  Service 

Administration  with   th.  d           "^''"i  Care  Finr^^^]" 

^"-ter  Of  fiscarfearTsso':^""""^  for  t/e'TcZ 
2-   FV  80       Dissemination      of      Pr  •  . 

dissemination  of  tht,                  documents  and  , 

■  ?5e.&' £  ^  rsjt^y7:,°rof.nr-^^^^^^ 

L  DrLidlw  T- reports        thp  °^.^^^^^^tions 
provided  final  evaluation  reports  in  oJtnH^''"^  of  1981 

In  general  the 

screening.  Diagnosis  and  Treatment  program. 


3.    FY  81 


^'    FY  82 
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Health,     groups     from     Various     state     agencies,  and 

representatives    from   the   State    of    Connecticut   who  are 

planning  to  implement  a  similar  program  statewide.  In 
addition,  phone  calls  and  letters  were  answered. 

To  more  efficiently  discribe  the  Project  and  its  philosophy 
a  synchronized  slide  tape  show  was  prepared.  This  presents 
^"  a  nicely  prepared  visual  and  sound  show,  the  components 
of  the  Project.  In  the  words  of  Project  staff,  parents, 
and  the  school  superintendent  the  show  describes  the 
benefits  of  the  Project.  This  slide/tape  show  has  already 
been  helpful  in  the  dissemination  of  the  Project  concept  by 
its  use  at  area  meetings. 

The  evaluation  of  the  final  federal  Project  year  was 
prepared  by  ABT  Associates,  Inc.  of  Cambridge, 
Massachusetts.  This  report  is  referred  to  as  Appendix  H 
and  is  included  under  separate  cover. 
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APPENDIX  D 
SCHOOL  HEALTH  POLICY  GUIDE 


•■■     -Nle  PJV.I  jc  schools 

SCHOOL__HEALrH  POLICY  GUIDE 


r.e  l„for.aUon  contained  in  tMs  School  Health  Policy  Guide  is  bas.d  „„  .he  U  -s 
:       Co^nvealth  of  Massachusetts,  the  Pcg„l.,t,o.s  of  the  ,.a„.e„ce  B.^d  of  Health 
;  -.=8  K.les  and  Rc-gulaticns  of  the  Lawc-nce  Scliool  Committee.  "  ' 

T!,e  school  health  se„lces  in  the  Uvrence  P.hUc  Schools  are  or^a.^zed  to 
::.ct  pupil  health  and  to  enable  each  Individual  to  reach  and  .ain.a'in  the  highest 
-..,le  state  of  well-heing.     The  U..  important  aspects  of  the  s.h..!  K.,.Uh  !erv.,- -s 


A. 
B, 
C. 
D. 


Determination  of  health  needs 
Follow-up  and  interpretation 
Care  of  energency  sickness  and  injury 
Prevention  and  control  of  disease 


DETERMINATION  OF  HEALTH  NEEDS 

In  order  to  meet  the  educational  and  health  needs  of  children  and  youth  it 
xs  essential  to  secure  information  concerning  their  physical,  mental,  and  em:tional 
condxt.on.  past  and  present.    Such  information  may  be  obtained  in  part  from  parents 
an    pupxls;  other  sources  may  be  from  observation  and  screening  by  school  personnel 
an    examinations  by  professional  personnel  -  either  private  practitioners  or  individ 
uals  employed  by  the  school  or  health  departments. 


1. 


2. 


Continuous  Observation  by  Teachers 

Good  teachers  are  skilled  observers  of  children  because  they 
understand  the  way  children  and  youth  grow  and  develop  and  because 
they  recognize  that  the  health  of  pupils  affects  their  abilitv  to 
participate  in  the  school  program.    Teachers  are  in  a  strategic 
position  to  note  changes  in  appearance  and  behavior  that  are 
indicative  of  changes  in  health  status.     Semmingly  insignificant 
observations  sometime  lead  to  the  discovery  of  serious  conditions 
which  were  previously  undetected. 

Screening  Tests 

Certain  health  needs  may  be  identified  by  screening  tests.  These 
tests  are  carried  out  by  teachers  and  technicians  under  the  general 
supervision  of  the  school  physicians,  school  nurses,  or  coordinators 
of  the  particular  health  field.     Screening  tests  used  are  those  for 


Hisasuring  growth  ar.d  for  det ermining  acuity  of  vision  snd  '.r-.^i'v.c. 
Screening  procedures  are  only  a  means  of  reaching  specific  ^-oals 
and  these  goals  can  only  be  achieved  by  appropriate  fol Tow-up. 

3.      Health  Records 

These  records  should  be  accuTiulative .     An  approved  form  for  as  senbHng 
the  accumulated  data  and  opinions  about  a  child's  health  is  an  essential 
part  of  the  school's  file  of  information  gained  from  parents,  teacher 
observations,  screening  tests,  physical  examinations,  recc-^.c-^da r ions 
by  physicians,  dental  reports,  and  all  ether  facts  which  "-;ive  a  he,-ring 
on  the  child's  health  .     This  record  becones  a  history  of  the  chiJd's 
health  on  which  all  interpretations  can  be  based.     It  serves  as  the  focal 
point  on  which  all  communications  between  teacher,  physician,  dentist, 
optometrist  and  nurse  are  centered.     It  should  ,  therefore,  be  cumulative 
from  grade  to  grade  and  follow  the  child  from-=school  to  school  as  does 
the  scholastic  record. 

FOLLOW-UP  AND  INTERPRETATION 

Efforts  to  help  children  secure  treatment  or  other  needed  attention  for 
health  problems,  identified  by  the  procedures  described  in  the  previous  section, 
are  a  most  important  aspect  of  the  school  health  services.    Without  such  efforts, 
the  identification  of  health  problems  is  of  little  value.    Follow-up  requires 
proper  interpretation  of  health  conditions  to  pupils,  parents,  teachers,  and 
administrators.    The  school  nurse  has  the  responsibility  for  this  phase  of  the 
school  health  program. 

1.  Interpretation  to  Pupils 

As  a  part  of  the  school  health  service  each  pupil  should  be  acquainted 
with  the  meaning  and  importance  of  his/her  heal th  record.    The  interpretat- 
ion should  be  presented  in  such  a  manner  that  will  cause  the  pupil  to 
change  faulty  habits  and  practices,  seek  correction  of  remedial  defects 
or  handicaps,  and  overcome  unhealthy  personal  states  such  as  malnutrition. 
A  pupil  should  know  when  he/she  needs  medical  care  and  why. 

2.  Interpretation  to  Parents 

Parents  should  be  acquainted  with  the  health  needs  of  their  children 
as  revealed  by  the  school  health  records  in  order  to  seek  needed  medical 
care,  plan  changes  in  diet,  make  alterations  in  daily  routines,  and 
take  any  other  steps  which  are  necessary  for  improving  health. 


■  sl  cira  for  i'--^ir  chilf/^n 


trie  tescTicr  or  tns 


school   n:_r  =  a    to         -.  l     -•  r,    r-  -  .  J  - 


are , 


rarents  can.  and  should  obtain  the  na.es  of  qualified  professional 


Lncividuals  frcn:  local  -ecical  or  cent? 


.arents  sho.ld  be  i.^ited  to  cc.e  to  the  ..hool  .t  de^i.^.^.j  ,.-.3 
to  discuss  their  child's  needs  with  the  teachers,  school  phvsician. 

or  school  rurse.     Tf  f}-^  .  _  ,  , 

--   -••     ,  c:r=  e  to  c:-e  to  the  c.---..->l 

-  .  -   SCr.  OOl   -  J  -    i    c  -  -    T  c    ,  -  _ .  .     ,  . 

.        a. .     ,0    .:  -c  VI  -  :  .c        cr  hrr  io   "i?.:     j  i 
i-:.irpret  the  ur^enc  health 


•i-^CS    or  CLpZiS. 

3-      iDterpretatioo  to  Teachers 


Teachers  should  be  kept  fully  infor:.ed  of  the  health  status  of  the 
pupils  in  the  school.  The  school  nurse,  vorking  in  close  cooperation 
with  the  school  physician,  pupils,  and  parents,  is  veil  qualified  to  • 
do  this  work.     It  is  also  desirable  to  schedule  teacher-nurse  con- 
ferences  at  regular  intervals. 

OF  EMERGENCY  SICTLNESS  AND  INJURY 

The  school  is  responsible  for  the  adn.inistration  of  en^ergency  care. 
Emergency  care  is  ILnited  to  first  aid  only. 

The  school  is  not  responsible  for  treatment,  therefore,  school  policies 
does  not  pennit  school  personnel  to  treat  or  to  prescribe  treatment.    All  n.edical 
treatn^ent.  even  the  administration  of  such  a  simple  remedy  as  aspirin,  is 
considered  outside  the  province  of  school  responsibility. 

Financial  arrangement  for  treatment  and  aftercare  is  not  the  responsibility 
of  the  school.    This  is  the  responsibility  of  the  family. 

School  personnel  are  legally  and  personally  responsible  for  the  general 
''elf are  of  school  children  during  the  school  day.    Because  the  school  is  responsible 
for  emergency  care,  a  written  plan  forsuch  care  has  been  developed.     The  plan  ' 
IS  based  on  specific  policies  and  provides  an  outline  of  procedures  for  carrving 
out  these  policies.  -  -     b  . 

!LAK_FOR  HANDLING  EMERGENCIES 

The  plan  for  the  emergency  handling  of  accidents  and  illness  will  reflect 
those  areas  of  responsibility  which  the  school  has  in  respect  to: 

a.  Giving  emergency  care  that  will  protect  the  life  of  students. 

b.  Notifying  the  student's  family. 


■ft 


'I 

■J ' 
11 


d. 
e. 
f . 


Arranging  transportation  for  the  student      Onlv  -r 

•     ■■  ^•■jcifnr.    only  in  emergencieq  ^hr.„^A 

the  scnool  provide  transportation. 

Guiding  parents  to  sources  of  tr^=.f-      .  u 

.  °^  treatment  when  necessary 

Maintamxng  en^ergency  notification  cards 

•  ,  ^i'arr::ients,  ambulance  Se-rvicp  T^^,,• 

Service  and  other  Rescue  o.  mst  Aid  S„vlc..  "^">^-^ 
E>£RGENCY  CARE 

Emergency  care  is  lin,ited  to  first  aid  only. 

First  aid  as  defined  by  the  American  National  Red  Crc.    .  . 

care  given  i„  case  of  accident  or  sudden  ulZ    '  ^^^^^^^ 

It  includes  only  those  procedures  that  can  1,=  .         .  . 

■0  save  l„e,  to  prevent  further  lnj„r/„r  t    L  ,      "  """'"^""^ 

xujury  or  to  reduce  suffering. 

It  does  not  include  diagnosis  or  .edlcal  treatment. 
The  principal  should  indicate  ^i. 
™d«standin,  to  administer  firsTaL  "  — 

t-o  aj.j.  school  personnel.    These  <h^„T^  i.-  . 

inese  should  be  reviewed  annually. 

TRAKSPORTATTnil 

Parent  or  responsible  person  »,ust  be  contacted  d.„. 
before  pupil  „iU  be  dismissed  to  be  ta.en  ZT     '      "  ' 

other  relative    friend    o„l-  "  """"  contacted, 

-tdent    traveUn    a  "  "  "hen 

«^ed  t:  caiTtiTsctoT:::;::;  - 

.  conce-"^^^^^^^^^^^  -  -  person  in  authority 

::IVh-  I-T^^^^^  to  arran.  thi::? I^^^^^  . 
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?ICO?DING  IN  RELATlOxN^  TO  EMERGENCY  CARE  " 

The  school  should  naintain  two  types  of  records  in  respect  to  emergency  care: 
Eaergence  notification  cards  and  case  records. 

1.  Emergency  notification  cards  for  every  pupil  should  be  kept  up  to  date 
and  be  accessible  to  all  school  personnel.    These  cards  should  designate 
the  physician  or  physicians  and  hospital  to  be  called  in  the  event  that 
the  parent  or  designee  cannot  be  reached. 

2.  Brief  case  records  of  injuries  and  illness  requiring  first  aid  should 
be  maintained.    This  record  may  include  the  following  information: 

a.  The  nature  and  extent  of  injury 

b.  The  first  aid  given  and  by  whom 

c.  Date,  time  and  place;  how  it  happened  and  witnesses 

d.  Parent  notification 

e.  Transportation  supplies 


f 


1 


STANDING  ORDERS 

E,ese  S.a.dlng  Ora„..  approved  by  t.a  school/city  physicians.  a„  1„..„.,, 

for  an.    The  procedures  contained  herein  are  not  to  be  carried  out  excpt 
„«rsency  measures  and  only  until  contact  has  been  .ade  with  the  family  .dapt 
:;.s  .f  these  Standing  Orders  nay  be  „ade  to  .eet  emergency  situations  i^volvin, 
.::ls  while  under  school  supervision. 


Standing  Orders  for  emergency  treatment  are  to  be  .ept  in  the  Office  of  the  School 
..acopy  snould  be  available  to  all  school  personnel  at  all  ti.es. 

■  :INE  C.^E  OF  PUPIL  PATIENTg^ 

Reassure  pupil.    Have  pupil  rest  on  chair  or  bed  if  necessary.    Phone  parent  if  ' 
::.it.on  warrants,    clean  and  dress  all  wounds  except  compound  fractures  and  severe 
which  are  to  be  covered  with  sterile  dressing  unitl  exa-ined  by  a  physician. 

JXMLNAL  INJURY 

Keep  patient  warm  and  Ivine  flat      Knt-if.,  ^  „ 

:-not  give  anything  to  drlnl  ^  ^  ^^"^"^^  P'^°'^P^  '"^^i^^^l  <=are. 

.WMLNAL  PAIN 


fCrHu-rr^con;:::  paler:nra^dL\:r^:di;a/J:r%"?rL^'° - 

...  Fre,„ent  complaints  should  be  called  to  pa;:n1s%%"en1ifra"d°L:::^i;:::d! 

•raiATION 


INJURY  "  - 


•  uTr?  comfortable.    Do  not  move  unless  absolutely  Tiecessarv      n..  .  >,  i 

litter  transportation  to  nearest  hospital.    Notify  parent,    ''^"""y*  ambulance 

I!PING  (Severe)  HEMORRHAGE 

•^il'bleSnrstonf'"Lfnr  """f  "  ^"^'^  ^'^^         P^"^^""  immediately  over  wound 
■^ospita^^^r^^r^s^t^^urni^uet!'""^  P^"-'  --port 

4rt\"rL^^L^^'^^o"spiSl!^"^"^     ^^^-^  ^-^^^ 

:\NS 


e  or 


■««:    ^r^a^sp^rt'^horjua?!"  Ko  Not  Apply  Any  Tvp.  n. 
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■jlTlC  COMA 

Give  no  treatrr.ent.    Transport  to  hospital.    Notify  parent. 
.;^L\RGING  EARS    (Ear  Infection) 

Wipe  discharge  from  outer  ear  only.     Do  not  insert  ^o^^^n    '  n 
,:,e..edical  care.    Exclude  fron,  svinrLe  vool      If    I  '     °°  irrigate. 

:.ervatioa  of  the  teacher.  arranL^r  Ldividu.        /  °'  recurrent,  check  with 

:::?er  medical  supervision.  ^  individual  audiomenter  test,  and  then  advise 

■:f  LOCATION 

Do  not  attenipt  to  put  back  in  place      SecurP  ;,ff^.^o-^ 

sling  or  splint.    Notify  paten?.    T;ansp:rt  tf  L"puJ!"  "  '""'""-^^^  P°»^i 
I  :;j.7iiNG 

Give  mouth  to  mouth  resuscitation.    Keep  victim  flat  =,n^ 
[.^..t  ,ot  t..„scitator  ,to„  flte  depatt„en\.'r„?p\"ln„"  lll^VZX.l'tL . 

I  mem 

Give  no  treatment.    Emphasize  the  importance  of  medical  care. 
^ICTRIC  SHOCK 

Do  not  touch  victim  until  source  of  currenf  lc  ir.^o^^^ 
I  S..-c„„d„otor"  (long  wooden  stick,  no  LtL    "  rl:^T.T,L7rolT.tt  "t""-  ' 
.;.e  mouth  to  mouth  breathinn.    Get  medical  hBl„      „  ™  f"^""  """ct  with  victim. 

:.»t.e„t  tesuscltator.    TrfHspo^J  to'^^^'lJal'" 

?CR£IGN  BODY  IN;  EAR.  NOSE.  THROAT 


If  signs 


|3QCAL  BURNS  OF  THE  EYE  '  '        =  ■ 

Irrigate  eye  copiously  and  continually  with  lukewarm  water.  Transport  to  hospital. 
I  gpiGN  BODY  IN ;  EYE 

'..■i"to'rd1?peSt  c'lea"1i^  tUll''  TAT  .^"^.'''f '  '^"'^  cotton-tipped 

IILiNJURIES 

!       Cover  eye  and  secure  prompt  medical  care.    Transport  to  hospital. 
3ACTURE 

over-Snfufarer^  ^  """'^  T^^"  "^""^         in  a  comfortable  position.     Apply  cold 
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■RA.'.'S?ORT; 

-I 

lEDobilize  affected  part'with  splint  or  sling 
If  leg  injury,  avoid  weight  bearing 
If  back  injury,  use  ambulance 


^'    Compound  Fracture  -  Control  severe  bleeding  with  H-r,-o^*- 
not  diii^i^b^^^^I^idid-ITIa.     Cover  with  sterUe  dressing      Fa"e  ZTiTnT;  ?^^^^^--' 
f,ver  for  warmth.    Notify  parents.    Transport  to  hospiJa!.'  ^  '''"^ 


Take  temperature.  If  fever,  advise  nedical  attention 
.eld  compresses  nay  be  applied  to  the  head . 

I  liAD  INJURY 


Reconr.1  :-jd  rest  and  quiet, 


Put  victim  down  flat.    Apply  cold  compress  to  burised  area      Tr;,ncT,^^^  .    u      •  , 
kf  there  is:    nausea,  vomitting,  irregular  pulse    irregular  .    f  ^  hospital 

.consciousness,  bleeding  from'^ars  o^  mouth.-   Notify  parent!  '      '  ^-«siness,  twitching, 

I^TLAMED  OR  DISCHARGING  EYE 

I    f  ^f/*'"^^         ^i^^^^^8i°8.  recommend  exclusion  from  school  and  urge  immediate  attent-fnn 

i^rxLS  r  ^'^"^^  ^^^-^^  eyf  iZ^r  whin  e^es 

hre  irritated.  If  chronic,  check  with  observations  of  teacher  eye  insoectlon  ^nH 
jnsion  testing/record  -  advise  proper  medical  supervision.  ^     inspection,  and 

I  INSULIN  SHOCK 
I  gCK  INJURY 

— — —  ^ 

iuHf'^°''^''  Pf         "^""^  blanket.    Do  not  move  him/hWr.  "  (Danger  of  further  iniurv) 
[Notify  parent.    Transport  to  hospital  by  ambulance.  lurcner  injury;  . 

I M5EBLEED 

hver  tS'nn!"°°n^"  comfortable  upright  position  with  head  forward.    Apply  cold  compress 
l^nzURE  (Convulsion) 

I 

Keep  calm.    Do  not  restrain  movements.    Do  not  trv  to  force  anvf-hiT,„  ..u 
Z\l  ""^^^^^^  '^-^  for  pr'ot^c  ion    ^o^ing^furn    ur^  ' 

\ZZ\J  ;  n>ovements  cease,  may  be  transported  to  health  room  where  he/she 

M^uld  be  allowed  to  rest  until  completely  recovered.    Notify  parent.    If  very  Jrolonsed 

•  L^."'°''!  T^"""'^^  °'  convulsion  is  repeated  secure  medical  care)  .  Advise  medical 
'ttention  following  a  first  convulsion.  Aovise  medical 

1^  OR  COLLAPSE 

Keep  the  person  flat.    Keep  warm.    Transport  to  hospital.    Notify  parent. 
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:.^S_BUFTIONS 

Minor  skin  infections  may  be  treated  locally  at  the  discretion  of  the  schDol 
;hysician  or  nurse.    All  other  skin  disorders  are  to  he  referred  to  the  family 
hysician.    A  written  certificate  frora  the  family  physician  will  be  required  of  all 
:hose  referred  xn  order  to  permit  their  return  to  the  classroom. 

:^IN^  INFECTIONS 

Recommend  exclusion  from  school  except  when  infection  is  very  limited  or  when  the 
irea  can  be  adequately  covered  or  when  the  pupil  is  under  the  care  of  the  family 
;:-.ysician.    Urge  medical  care  for  extensive  or  severe  cases  of  suspected  impetigo 
-parent  cannot  secure  the  services  of  a  private  physician,  help  him/her  to  secure 
:edxcai  attention  through  comnunity  sources. 


Advise  dental  attention. 
■7PER  RESPIRATORY  INFECTION.  COLDS.  SORE  THROATS 

Recommend  that  pupil  be  excluded  from  school  when  found  with  elevated  temperature 
indany  of  the  following  symptoms:    discharging  eyes,  cough,  sore  throat,  earache 
:eadache,  or  general  malaise.    Advise  medical  attention  and  instruct  parent. 

)jINOR  ACCIDENTS  AND  INJURIES 

a-     Abrasion  Scratches,  Simple  Lacerations  -  Control  bleeding.     Cleanse  with 
antiseptic  soap  and  or  aqueous  zephiran. 

b.  Bee  Stings  -  Remove  stinger.    Apply  cold  compress  or  Ice.    Watch  for  allergic 
reactions,  hives,  shock,  difficulty  in  breathing.    If  any  of  these  signs  or 
symptoms  appear,  transport  to  hospital.    Notify  parent. 

c.  Bites  -  Animal  Bites:    Wash  area  thoroughly  vith  soap  and  irrigate  will  with 

water.    Notify  parent  and  advise  medical  care.  Board 
of  Health  and  Lawrence  Police  must  also  be  notified. 

.  -  Insect  Bites:    Use  baking  soda  paste  to  relieve  itching.     If  swelling 

becomes  extensive  notify  parent  and  advise  medical  care, 

d.  Bruises  -  Apply  cold  compress  to  newly  acquired  bruise.    Old  bruises:  No 
treatment. 


f. 
8- 


Contusion  -  Apply  ice  or  cold  compress  to  affected  area. 

Infected  Wounds  -  Contact  parent  and  advise  medical  care.    DO  NOT  TREAT. 

Old  Injury  -  Apply  frest  bandage  if  needed.    Advise  parent  regarding  needed 
care  and  medical  attention.    Emphasize  proper  care  at  home. 

Laceration  -  Minor:        Wash  with  antiseptic  soap  and  water.    Apply  antiseptic 

and  dry  sterile  dressing. 

Severe:  Use  gauze  dressing  and  pressure  over  wound  to  stop 
bleeding.  Reinforce  and  secure  dressing  in  place. 
Notify  parent.    Transport  to  hospital. 

Pulled  Ligaments  -  Refer  to  family  physician.    Give  no  local  treatment. 
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j.     Penoil  Stab  -  Cleanse  with  Phisohex.    Apply  tincture  of  Zephiran.    Do  not 
bandage. 

k.     Poison  Ivy  -  Poison  Oak  -  Exclude  from  school  if  lesions  are  oozing  or  widespref-.d . 
If  extensive  contact  parent  and  advise  medical  care.    Exclude  from  swir-iming  pool 
and  showers . 

1,  Puncture  Wound  -  WasTi  well,  allow  to  bleed  freely.  Apply  dry  dressing.  Refer 
to  faniily  physician  for  toxoid  injection. 

a.     Sprain  or  Strain  -  Advise  keeping  affected  part  immobilized  and  elevated  until 
aedical  care  can  be  secured.'    Apply  ice  or  cold  cotcpresses .     Sprains  are  not  to 
be  splinted,  taped  or  strapped.     Contact  parent  and  advise  nedical  care. 

n.  Splinters  -  Wash  with  soap  and  water.  If  easily  accessible  renove  gently  with 
tweezers.  If  deep,  do  not  attempt  to  remove.  Contact  parent.  Advise  medical 
care  and  tetanus  protection. 

0.     Tooth  Injury  -  Chipped  or  fractured  -tooth:    Notify  parent  and  advise  prompt 
dental  care. 

-  Permanent  Tooth  Knocked  Out:    Notify  parent  and  send  student 
immediately  to  dentist.    Wrap  the  tooth  in  a  wet  compress 
(salt  solution)  and  send  it  along  to  dentist. 


L?.v.r~::c:  i  r 


Student; 


Tc-irontG  '  Responsibii  it; 

rarcrnts  should  be  enccitrr  gcd  to  c.ri-c-.ngo  for  :.k';".."c  noc  or 
drujc  to  be  ,~Cni:\i::tcri':.':  to  r'loir  chilcrc;:  outTi'Je  Liio 
£-c}iOol  cay.     Hov.':;Vter,    3 .-:  tu  "■  c-ntrj   in  the  Lr;\.  ,-lm:'jo  Public 

procecures  described  bt-lov;  are  to  be  in  effect. 

Parents  should  be  encouraged  to  visit  the  school,  dnily, 
to  adjninister  the  Kiedicj^ tion. 


II      Authorized  Personnel 

In  the  event  that  parents  cannot  perform  this  task,  the 
following  personnel  are  aut];ior i:icd   to  adiriinister  mcci.ce.- 
tion  to  students  within  the  conditions  stipulated  bt?lcA': 

School  lJurse 

School  Principal 

Any  Professional  Staff  Mer.iber 


III     Conditions  \7ithin  Vvnich  Medicar:tion  Can  Be  .'idministerod 

There  r.iust  be  vritten,   dated  authorization  to  the  Principal 
from  the  parent  or  cii^ardinn  of  the  child.     Such  authoriza- 
tion ir:U3t  he  rencwv-^d  annually  as  needed. 

There  rriust  be  written  directions  to  the  Principc^l.  from  a 
licensed  physician.     Tliis  roqaec-t  i  s  to  be  cttached  to 
the  r.u  thorii:ation  iron'.  tj»e  pare. -it  and  r.epL  in  a  file 
under  the  control  of   chc  Piircipal  of  t))>i  5c;jOc1.     Copies  . 
of  trie  directions  c^nd  .iU thorizjt ion  sho'.:ld  also  be  rept 
on  file  by  tht.-  School  Ivursc  ?.nd  tlie  Superintendent  ct 
Schools. 

Tl;e  medicati  on  to  be  ad:r.^  ni^- .^er ed  should  be  >.opt  in  a 
labeled  container  bearing  the  n-:r.c  of   chi:  child  and  ti;c 
name  ol  the  '.dedication.     "'iiis  container  nhould  bo  her.t 
urder  loch  and  hey,   -.yith  the  hey  to  be  concrclled  by  the 
Principal  of  tlic  sch.ool. 


students 


AdMnistcrina  ^rescr io t ionJ:U^incs_a^^ 

(continued)  .^--i^c.cn  Con  Be  Acnmisterc-d 

Parents  vill  be  required  to  bring  t:ie  n^edication  to  ^ri.o 
ona  shoula  not  send  the  riedication  with  t];eir  l^r^n. 

f 

■  °^^^<^f^"istering  such  drug  or  ir.odic.r^on  fo  ;^ 

Chile  will  be  }'.ept.     Said  drug  or  r.x-dicatio-  .^o'-lfh^ 

Ttl'T'ltt  "  f record  ihourd  indl- 

P-^'^^  Kiedication  giver,  and 

should  be  signed  by  the  person  who  adi^inistered  the  drua 
or  n>edxcation  as  well  as  tJ.e  witness  to  the  idninis te^??^ 


IV    Medications  Administered  By  Injection 


Exhibit  A  will  be  signed  by  the  parent. 

Appropriate  personnel  will  be  trained  by  the  prescribira 
physician.  k-^ c:6,<_i  loing 

V  Indemnification 

Personnel  authorized  by  the  Superintendent  of  Schools  to 
administer  such  medication  as  described     in  this  regula- 
tion,  will  be  indemnified  by  the  City  of  Lawrence  aaa^n-t 
personal  liability  during  the  period  of  ti^.TtiH  sich 
authorization  will  be  in  effect.  sucn 
Ref:     Chapter  25S  -  Mass.  General  Laws 

VI     The  Use  of  Psychotropic  Drugs 

Ko  person  shall  administer,   or  cause  to  be  administered, 
to  any  pupil  m  the  Lawrence  Public  Schools,   anv  dsvcVo- 
•  °^  enclosed  list  which  has^b^een 

established  by  the  Massachusetts  Department  of  PubUc 
Health,   except  under  tiie  following  conditions: 


pup 


students 

VI     The  use  of  Psychotropic  Drugs  (continued) 

E.     nie  ?.c3~tinis trntion  of  such  duly  approved  medication 
shall  be  carried  out  only  by  a  registered  nurse  or  a 
licensed  physician. 


Att:     List  of  Psychotropic  Drugs 

Ref:     Chapter  71,    Section  543 

General  Laws  of  ::a3sacin:se tts 

Chr-pter  71,   Sec.  557i"...No  public  sc}iool  teacher,  prin- 
cipal,  or  nurse  who,   in  good  faith,   renders  er.ergericy 
first  aid  or  transportation  to  a  student  who  lias  bc-co.r.e 
injured  or  incapacitated  in  a  public  school  building  or 
on  the  grounds  thereof  shall  be  liable  in  a  suit  for 
dcLTiages  as  a  result  of  his  acts  or  oip.issions  either  for 
such  first  aid  or  as  a  result  of  providing  emergency 
transportation  to  a  place  of  safety,   nor  shall  he  be 
liable  to  a  hospital  for  its  expenses  if  under  such 
emergency  conditions  ):ie  causes  the  acjp.ission  of  such 
injured  or  incapacitated  student,    nor  shall  he  be  sub- 
ject to  any  disciplinary  action  by  the  school  co.Tj-iittee 
for  such  emergency  first  aid  or  trorsporta tion.  Added 
by  St.   1938,   c.  2S5,    Sec.   3;  amended  by  St.   1973,  c.S&O 


REGUIATIOK* 
APPROVED: 


LTiVrRENCE  PUBLIC  SCyiODLS 
L.V,-;RENCE  ,    MAS  SACHU  SETTS 


RELEAS?:  ■ 

V.'e,  ;  ,  hucbii-jd 

and  wife,  both  of  [  

Lawrence,   Essex  County,   'lassachusetts  are  the  (parents, 

guardians)  of  . 

NajT.e  of  Student 

Vi'e  are  fully  aware  that  our  son    -  daughter  has  'z-ec-n 

treating  at  :  

for  a  problem  of  


We  have  read  the  attached  medical  statement  dated 

 from  

 -       concerning  our*  (son's     -  daughter's) 

medical  condition.     We  further  state  that  we  fully  realize 
the  seriousness  of   '  s  condition. 

Because  v;e  want  our  (son  -  daughter)   to  be  able  to 
attend  school  regularly  in  the  Lav.'rence  Public  Schools,  and 
because  of  the  above-mentioned  medical  problem,   we  are 
authorizing  the  following  school  personnel  to  administer 
the  necessary  medication  (which  we  will  supply  to  the  school) 
to  our  (son  -  daughter)   as  deemed  necessary. 


List  of  rsvchotropic  Drugs 


Tiie  f ollov.'ing  are  hereby  deteririned  to  bo  psychotrcpxc  druys 
under  the  provisions  of  i-'.G.L.  c.   71-,    s.  5^.B: 


(1) 

Acetophenazine 

(27) 

1 3  DC  a  rb  oxa  z  i  d 

(2) 

i  t  r  ip  t  y  line 

( 23) 

Lithium 

(3) 

Am  ob  a  r  b  i  t  a  1 

(29  ) 

M  ep  r  ob  a  jr.a  t  e 

(4) 

Ajt^P  h  e  t  a  rr.  i  n  e 

(30) 

Mesor icazine 

(5) 

Aprobarbi tal 

(31) 

l-':3zhij\  phi  tu-.ine 

(6) 

Barbital 

(32) 

•  •'  e  tl'i  y  1  p} .  e  n  i  ci  a  t  e 

(7) 

3enac tyzine 

(33) 

Kor  trip  ty line 

(8) 

Butabarbital 

( 34 ) 

OxazcpciiTi 

(9) 

Butaperazine 

(35) 

Pen  toba  rb  i  t a 1 

(10) 

Carbrcn^al 

(36) 

Perphenazine 

(11) 

Carphenazine 

(37) 

Phenaglycodol 

(12) 

Cnlorazepate 

(30) 

Phenelzine 

(13) 

Chlordiazepoxide 

.  (39) 

Piperacetezine 

(14) 

Chlomezanone 

(40) 

Pipradol 

(15) 

Chlorpro.-nazine 

(41) 

Probarbi tal 

(16) 

Chlorprothixene 

14  2; 

P  r  och  1  orp  er  a  z  i  ne 

(17) 

Deanol 

(43) 

Promazine 

(18) 

Desipramine 

(44) 

Protrip ty line 

(19) 

Dextro-Anphetamine 

(45) 

Sec  oba  rb  i  t a 1 

(20) 

Diazepam 

(46) 

Talbutal 

(21) 

Doxepine 

(47) 

Thioridazine 

(22) 

Fluphenazine 

(48) 

Thiothixene 

(23) 

Flurazcpam 

(49) 

Trany  lcypro:..i  na 

(24) 

Haloperidol 

(50) 

Trif  luopc-razine 

(25) 

Hydroxyzine 

(51) 

Tr  i  f  lu  p  r  o~i  r i  r,e 

(26) 

Imipramine 

(52) 

Ti'ba:;iate 

This  list  includes  the  drugs  and  other  substances  listed  above, 
by  whatever  official  name,  con-jnon  or  usual  name,  chemical  name, 
or  brand  name  designated. 

All  isomers,   esters,    ethers,   salt  and  any  combination  of  drugs 
and  other  substances  listed  above  are  deemed  to  be  subject 
psychotropic  drugs. 

The  Departjnient  shall  annually  review  the  list  in  5.1  and  5.2. 
The  CorruTiissioner,   in  Accordance  with  the  provisions  of 
H.G.L.  c.   30A,  may,   at  any  time  after  giving  due  public  notice, 
make  revisions  in  the  list,   either  by  the  deletion  or  addition 
of  a  drug  or  drugs. 

The  DepartJnent  shall  maintain  a  current  list  of  the  psyche- 
tropic  drugs  which  the  F.D.A.  has  approved  for  use  in  children. 
This  list  shall  be  available  to  the  public  upon  written  recusst 
to:     Division  of  Family  Health  Services,   Department  of  Public 
Health,    39  Boylston  Street,   Boston,  Massachusetts  02116. 
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PREFACE 


This  report  describes  an  alternative  method  for  the  delivery  of  health 
services  to  low-incoae  children  in  the  City  of  Lawrence,  Massachusetts.     The  " 
record  of  the  Lawrence  Children's  Health  Project  (LCHP) ,  as  it  assesses 
progress  and  prepares  to  apply  what  it  has  learned,  is  worthy  of  attention. 
Those  with  deep  concerns  for  providing  essential  health  care  for  all  children 
will  be  encouraged.    Public  persons  struggling  to  orchestrate  a  confusing 
array  of  resources  and  responsibilites  for  the  benefit  of  children  will  see 
progress.    Educators  will  find  the  promise  brighter  for  bringing  together 
diverse  sources  of  support  for  their  classroom  efforts. 

In  light  of  the  need  for  effectiveness  and  cost-efficiency,  the  reader 
will  find  in  this  project  and  its  progress  a  timely  approach  to  some  severe 
cost  and  budget  pressures.    One  of  the  distinguishing  features  of  the  LCHP 
is  the  utilization  of  an  organizational  collaborative  model  for  delivery 
of  comprehensive  EPSDT  services.    Funded  by  the  Health  Care  Financing 
Administration,  the  project  involves  the  active  and  formal  collaboration  of 
the  Massachusetts  Department  of  Public  Welfare,  the  Lawrence  Public  School 
District,  Boston  Children's  Hospital  Medical  Center,  and  the  Merrimack 
Education  Center.     Through  the  collaborative,  there  is  better  use  of 
resources,  cost  savings  and  more  local  as  well  as  better  health  care  for 
all  children.    Results  thus  far  as  well  as  the  opportunities  for  improvement 
provide  a  basis  for  a  new  look  at  the  role  of  collaboration  at  the  local 
level.    Dialog  among  parties  at  interest  and  comments  may  encourage  further 
explorations  of  this  approach  to  the  delivery  of  social  services.  Conments 
will  surely  aid  in  the  continuing  effort  as  improvements  are  introduced  and 
tested  during  the  next  project  year,  1982-1983. 
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The  promise  of  the  program  clescrite^  here  stems  from  a  major  effort  to 
develop  an  effective  means  of  maJcing  man<late,  comprehensive  health  an,  special 
educational  services  available  to  children  in  Lawrence.     This  effort  sought 
to  overcome  harriers  pose,  hy  overlapping  federal  and  state  la.s.  regulations 
and  programs  for  welfare  recipients  under  age  21-chiMren  „ith  handicapping 
conditions  and  school  age  children  in  general.    The  approach  ta^en  was  that 
of  "brokering"  or  managed  sharing  and  coordination  of  resources-a  model  for 
enhancing  the  educational  resources  of  school  districts  that  had  been  tested 
and  refined  by  the  MerrimacJc  Education  Center.     Thus,  the  LCHP  is  an  ongoing 
extension  of  local  coordination  and  sharing  with  a  fifteen  year  history. 

More  detailed  reports  can  be  found  in  the  evaluation  study  for  1980-1981, 
detailed  sets  of  data,  analyses  and  observations  are  presented  in  the  Final 
Evaluation  Report  including: 

•  Health-related  activities 

•  Training  of  participants 

•  Educational  activities 

•  Collaborative  and  brokering  mechanisms 

Background  information  on  the  history  of  the  project  is  provided  in  the 
Final  Report  along  with  a  summary  of  the  issues  and  problems  the  project  set 
out  to  address.    Each  of  the  three  evaluation  sections  has  its  own  set  of 
conclusions  and  action  recommendations. 

Principal  Evaluative  Results 

The  evaluation  reports  can  be  requested  from  the  Merrimack  Education 
center  along  with  the  appendix  which  contains  the  forms  and  questionnaires 
used  by  the  evaluating  firms.    Significant  evaluative  results  are  included 
here  in  summary  form: 
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90  percent  of  the  target  population  of  children' has  been  reached  bv 
the  program— a  significant  accomplishment  in  light  of  comparable  levels 
of  5  percent  elsewhere. 

Service  was  more  comprehensive  in  terms  of  compliance  with  leaal 
recpiirements  and  the  integration  of  usually,  fragmented  servi^-a 
definite  qualitative  gain.  '  

Brokering  succeeded  in  better  utilization  of  resources— gains  in 
efficiency  and  more  complete  mobilization  of  available  capabilities 
The  potential  for  substantial  cost  savings  is  now  evident. 

Some  practices  and  mechanisms  may  be  applied  elsewhere— some  features 
of  the  project  are  well  enough  understood  to  be  introduced  and  tested 
elsewhere. 
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of  unrelated  services  in  the  areas  of  health,  education  and  social  services. 
This  integrating  concept  seems  to  produce  a  more  humane  and  humanizing 
delivery  system  more  worthy  of  the  name  "human  services". 
A  HOLISTIC  VIEW  OF  THE  CLIENT 

While  targeting  on  the  individual  child  and  his  or  her  total  develop- 
ment as  a  person,  the  Lawrence  Children's  Health  Project  addresses  a  basic 
problem  often  prevalent  in  such  service  delivery  systems.  In  this  Project 
the  individual  is  treated  witMn  the  context  of  the  family  unit.  The  fact 
that  this  school-based  model  originates  in  the  school  establishes  a  more 
direct  tie  with  the  family  unit  to  which  the  youngster  belongs.  In  this  case 
the  school  becomes  a  vital  link  in  brokering  health  and  social  services  to 
the  individual  and  his  family. 

THE  BOTTOM  LINE— IMPROVING  QUALITY  WHILE  CONTAINING  COST 

Rather  than  delivering  a  series  of  fragmented  services  to  the  children 
served,  the  case  managers  who  are  family  health  workers  in  this  Project 
perceive  each  child  as  a  unified  person  whose  health  and  social  services 
needs  interact  with  his  educational  growth  and  development.    Rather  than 
sorting  out  and  fracturing  these  different  parts  of  each  person's  world, 
as  has  too  often  been  the  problem  in  the  past,  this  Project  attempts  to 
capture  the  synergy  generated  when  all  the  parts  are  related  to  the  whole 
person.    Through  this  process.  Project  Good  Health  addresses  a  major  issue 
of  economics  and  effective  treatment — how  to  improve  the  quality  of  health 
care  services,  maximizing  the  impact  of  the  client  and  his  environment, 
within  professionally  acceptable  limits  of  cost  containment. 
EARLY  INTERVENTION  »  PREVENTIVE  MEDICINE 

In  the  past  decade  since  the  Federal  Government  enacted  enabling 
legistation  facilitating  the  establishment  of  health  maintenance  organi- 
zations (HMOs) ,  there  has  been  an  increasing  emphasis  placed  by  many  health 


practitioners  on  preventive  medicine.    Whatever  the  future  of  this  devel- 
opment, it  should  be  placed  on  record  that  the  Lawrence  Health  Project 
is  in  the  vanguard  of  such  constructive  efforts.    Early  intervention,  even 
involving  preschool  screening,  identification  and  treatment,  is  an  essential 
component  of  this  school-based  joodel.    This  practice  of  early  and' periodic 
screening  results  in  diagnosis  and  prescribed  treatment  before  undue  compli- 
cations have  been  compounded.    It  also  facilitates  follow-through  and  follow- 
up  as  the  Child's  medical  records  become  part  of  his  or  her  school  medical 
history  which  is  being  continually  integrated  with  educational  and  social 
service  delivery  records  as  the  child  progresses  through  the  system. 
A  PRO-ACTIVE  SCHOOL  HEALTH  DELIVERY  SYSTEM 

All  too  often  a  school  health  program  misses  the  mark  by  not  being 
integrated  into  the  delivery  of  services  to  the  school  children  the  district 
serves.    As  a  result,  too  often  these  services  are  scheduled  for  funding 
cutbacks  in  a  Massachusetts  Proposition  2*  atmosphere  of  cutting  down  on 
all  but  "essential"  services.    In  the  Lawrence  Children's  Health  Project, 
not  only  has  the  role  of  school  health  services  in  assisting  the  children's 
full  development  been  heightened,  but  the  Project  has  brought  a  plethora  of 
community  resources  to  bear  upon  the  total  health  needs  of  the  preschool 
and  elementary  school  children  in  the  City  of  Lawrence.    Rather  than  going 
through  routine  procedures  and  being  available  for  lindted  emergencies,  this 
system's  health  services  staff  has  now  bought  into  the  EPDST  Program  and  is 
considerably  more  pro-active  in  relating  to  the  health  needs  of  the  district's 
students  in  the  context  of  the  total  educational  environment. 
FEDERAL  AND  STATE  MANDATES 

Both  Federal  and  State  laws  passed  by  legislators  in  the  '70s  call  for 
expansion  in  Jxjth  the  number  and  types  of  services  available  to  the  students. 
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PROJECT  GOOD  HEALTH 

»  major  purpose  of  £PS«P  is  to  identify  as  early  as  possiiie  cMidren's 
*eait*  and  deveiop,entai  proiiems.    r.e  Pederai  government,  ^r*ing  through 
the  iPepartment  of  Puiiic  ..eifare,  ..Presses  tte  Aeait*  needs  of  school 
cWidren,  especiaily  those  in  Jc^income  groups.    This  Pederai  program  is 
entitJed  Project  Sood  ffeait*  in  Massachusetts.    ;^ng  the  unique  features 
Of  Project  «ood  »eaith  as  it  is  .^rWng  in  the  City  of  Laurence  is  the  .manner 
in  .hich  it  improves  the  avaiiahiiity  and  accessiiiiity  of  primary  heaith 
care  of  high  guaiity  for  chiidren  in  need.    This  effective  program  inciudes 
singi.  intake  through  the  schooi,  case  manage;,ent  iy  famijy  heaith  «rters 
and  foiio,^up  on  a  reguiar  hasis  managed  through  a  co»puteri«d  information 
system. 

NECESSITY  THE  MOTHER  OF  INVENTION 

in  view  of  the  dilemma  it  faced  with  tax  caps  and  the  impact  of 
Proposition  2H,  the  City  of  Lawrence,  through  its  School  Committee,  made 


a  critical  decision  in  the  case  under  examination.    Recognizing  their 
responsibility  under  Federal  and  State  law  to  comply  with  provisions 
requiring  extended  services  to  students  in  need,  they  wisely  enlisted  the 
assistance  of  the  Merrimack  Education  Center,  Chelmsford,  Massachusetts  to 
broker  these  services.    Since  its  founding  in  1967  the  Merrimack  Education 
center  (MEC)  has  served  Lawrence  as  one  of  the  22  school  districts  with 
100,000  students  in  the  Merrimack  Valley  which  now  comprise  its  membership. 
MEC  proposed  for  the  Lawrence  elementary  schools  a  brokering  strategy  to 
coordinate  health  and  special  educational  services  from  1979  through  1981. 
This  proposal  was  accepted  and  the  program  is  still  in  operation. 

Experience  in  the  early  years  of  implementing  provisions  of  legislation 
for  the  handicapped  had  made  manifest  the  need  for  instantly  linking  into 
health  services  if  the  educational  agencies'  assessments  were  to  be  treated 
realistically  and  were  to  be  of  benefit  to  children.    Massachusetts'  law 
(Chapter  766)  requires  a  physical  exam  accompanying  developmental  assessments 
prior  to  preparing  an  individual  education  plan  (lEP)  for  a  student.' 
Federal  law  (P.L.  94-142)  involves  a  broader  'definition  of  appropriate 
education,  including  physical  and  emotional  restorative  services  such  as 
physical  therapy,  audiology,  and  supportive  services  such  as  psychological 
assistance  and  other  rehabilitative  work.    In  a  number  of  cases  mainstreamed 
special  needs  students  require  general  medical  services  which  must  be 
received  outside  the  school  since  they  are  not  and  cannot  be  provided  by 
the  school  health  program. 
A  MAJOR  NATIONAL  PROBLEM 

This  case  study  of  Lawrence  reflects  a  major  national  problem  affecting 
the  health,  welfare  and  education  of  children  from  low-income  families. 
Handicapped  youngsters  often  have  extensive  health  care  needs  as  well  as 
educational  needs.    Concomitantly,  poor  health  care  contributes  to  the 


tinker  incidence  of  educational  protlen.  in  economically  deprived  fanulies. 
consequently,  a  priority  goal  of  Project  Good  Health  in  Lawrence  was  to 
improve  pediatric  tealtl.  status  witMn  the  con^ity  tHrougH  the  integration 
of  health,  education  and  social  services.    By  a  troJcering  approach,  a  coUah- 
orative  was  ahle  to  identify  children  who  had  sin^lar  health  needs.  The 
result  was  aggregating  these  needs  and  etching  them  with  the  required 
resources  and  services. 
INTERAGENCY  COLLABORATION 

no  single  agency  can  provide  the  broad  spectrum  of  health  services 
required  ty  some  thousands  of  children.    Interagency  coUahoration ,  managed 
through  a  collaborative,  can  strike  a  balance  between  needs  and  resources. 
Although  such  sjails  and  services  might  be  offeredby  separate  provider  agencies, 
they  can  be  administered  comprehensively  to  the  population  of  the  target 
schools.    Thus,  this  demonstration  project  was  designed  to  integrate  with 
other  groups  that  offer  resources  and  special  services.    Hence,  the  Lawrence 
Children's  Health  Project  operates  in  an  outreach  mode  and  it  links  with 
resource  providers  to  deliver  needed  services.    These  external  resources 
are  integrated  by  the  project  management  staff,  which,  in  turn,  describes 
comprehensive  service  requirements  for  health  improvement  in  the  school 
system. 

So  this  effort  by  the  Massachusetts  Department  of  Public  Welfare,  in 
collaboration  with  the  Merrimack  Education  Center  and  the  Lawrence  Public 
schools,  to  integrate  health  and  special  education  services,  is  a  valuable 
case  to  study,    it  has  presented  and  continues  to  offer  many  novel  challenges 
afld  opportunities. 

A  PHILOSOPHY  OF  BROKERiNG'-SHARED  RESPONSIBILITY"  ' 

One  of  the  first  sets  of  such  challenges  and  opportunities  was  seized 
by  the  participants  from  the  outset  of  this  project.    They  adopted  a  brokering 


strategy  by  which  they  joined  their  collective  wisdom  and  resources  to  share 
the  responsibility  for  the  progress  of  the  Project. 

To  improve  access  by  students  to  health  services,  the  cooperating 
agencies  described  the  need  and  resource  requirements  which  could  impact 
on  the  demonstration  sites.    Although  the  State  and  Federal  laws  and  regu- 
lations require  the  school  to  provide  equitable  access  to  resources,  there  is 
the  need  for  grass-roots  community  support  and  commitment  to  translate  these 
policies  into  action.    Sharing  through  interagency  planning  their,  respective 
groups'  commitments  to  policies  impacting  on  the  handicapped  and  minorities 
is  the  initial  step  in  designing  the  brokering  strategy,    in  order  to  meet 
the  needs  for  services  that  flow  from  this  commitment,  the  brokering  strategy 
is  then  used  to  negotiate  and  firm  up  contracts  with  individual  providers 
and  operating  organizations  that  are  already  delivering  health,  educational  ' 
and  social  services.    A  two-way  exchange  of  information  and  resources  is 
essential  between  the  school  district  and  the  resources  external  to  it. 
BROKERING  IN  ACTION 

This  demonstration  project  involves  the  contractual  cooperation  of  the 
Lawrence  Public  Schools,  the  Massachusetts  Department  of  Public  Welfare 
(Medicaid  Division),  Children's  Hospital  Medical  Center,  Boston  and  the 
Merrimack  Education  Center,  among  other  groups.    As  the  broker  the  Merrimack 
Education  Center  arranged  the  contract  with  the  State  Department  of  Public 
Welfare  so  that  the  Lawrence  Children's  Health  Project  (LCHP)  could  be 
implemented.    MEC  also  negotiated  a  service  agreement  with  the  Lawrence 
Public  Schools.    MEC  then  brokered  the  contract  with  the  State  Department 
of  Public  Welfare  (DPW)  to  serve  as  alternate  provider  of  EPSDT  services 
under  Project  Good  Health,  such  as  screening  and  referring  Medicaid-eligible 
children.    A  waiver  was  then  arranged  with  DPW  by  MEC  to  allow  the  Project  to 
pay  for  services  to  children  who  were  not  eligible  for  Medicaid,  but  were  in 
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financial  need.    MEC  also  negotiated  the  contract  with  Children's  Hospital 
Hedicid.  Center f  Boston.    In  all. of  these  arrangements ,  as  are  vizualized  in 
Figure  I,  the  Merrimack  Education  Center  serves  as  the  broker  between  students 
and  families  of  Lawrence  and  those  groups  and  individuals  who  are  providing 
services  to  them. 

%) 

In  addition  to  arranging  for  providers  to  deliver  the  services  already 
mentioned,  MEC  agreements  were  formulated  with  Bon  Secours  and  Lawrence 
General  Hospital  to  accept  referrals.    MEC  also  brokered  agreements  with 
primary  care  physicians  in  the  area  who  arranged  to  accept  payment  through 
the  Project.    Dental  practitioners  contacted  through  MEC  agreed  to  receive 
LCHP  referrals.    MEC  brokered  pharmaceutical  services  through  an  area 
pharmacy.    MEC  leased  the  medical  van  for  screening  activities.    The  Community 
Action  Council  (CAC)  then  agreed  to  coordinate  testing  for  lead  poisoning. 
The  Sickle  Cell  Center  of  Boston  Public  Health  and  Hospitals  agreed  to  provide 
counseling  in  Lawrence.    Then  the  Lawrence  Boys  Club  provided  space  for  the 
Sickle  Cell  Center.    The  Project  co-sponsored  with  the  CAC  a  permanent 
facility  in  Lawrence  for  sickle  cell  counseling,  giving  greater  stability 
to  this  part  of  the  health  services  program.    The  Family  Health  Center  then 
agreed  to  conduct  Pre-K  developmental  assessments,  and  the  CAC  Day  Care  Center 
contreicted  through  MEC  for  the  physical  screening  of  clients.    The  effectiveness 
of  the  brokering  strategy  can  be  observed  as  this  case  is  studied.  Fiscal, 
legal  and  professional  arrangements  have  been  put  into  operation  through 
the  agency  of  Merrimack  Education  Center  as  the  broker.    The  effect  has  been 
to  bind  together  a  multiplicity  of  agencies  and  individuals  in  the  community 
who  are  committed  to  making  this  program  benefit  children  on  a  long-term  basis. 
HON  THE  COLLABORATIVE  WORKS 

Originally  the  collaborative  model  was  developed  by  Merrimack  Education 


FIGURE  I 


BROKEHING  RELATIONSHIPS  ESTABLISHED  BI 

MERRIMACK  EDUCATION  CENTER 
IN  LAWRENCE  CHILDREN tS  HEALTH  PROJECT 
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Center  to  address  problems  in  the  delivery  of  special  education  services. 
For  the  Lawrence  Children's  Health  Project  the  model  has  evolved  to  apply  to 
the  general  field  of  health  euid  human  services  delivery.    In  essence,  the 
collaborative  is  a  community  of  interests'  that  matches  and  develops  resources 
to  meet  the  needs  of  its  members.    A  school  health  collaborative  includes 
agencies  and  providers  in  both  the  education  and  health  fields.    A  core  of 
special  health  services  is  offered  by  the  collaborative  to  the  school  at 
a  specified  physical  location.    Administrative  coordination  is  also  offered 
for  referral  and  follow-up  for  children  in  need  of  further  services.  The 
fiscal  support  of  EPSDT/ MEDICAID  is  a  major  /incentive  insuring  full  uti- 
lization of  the  health  services. 
ESTABLISHING  A  COLLABORATIVE 

Mandates  in  EPSDT  guidelines  and  in  Special  Education  regulations 
require  an  expemsion  in  both  the  number  and  types  of  services  available  to 
students.    The  eight  essential  steps  in  esteiblishing  a  collaborative 
which  uses  a  brokering  strategy  to  deliver  this  broad  reunge  of  services 
are  the  following: 

1)  Joint  interests  and  common  needs  identified; 

2)  A  collaborating  orgeuiization  is  formed  which  includes  agencies 
representing  clients  who  share  the  identified  needs  (e.g.,  health, 
social  services  and  education) ; 

3)  One  agency,  serving  as  broker,  provides  leadership  and  formulates 
basic  policy  to  cfuide  the  project' s  operation. 

4)  Resources  are  compiled  to  meet  the  identified  needs,  and  service 
providers  with  resources  are  matched  to  address  client  problems; 

5)  Project  management  directs  the  project  emd  implements  the  collaborative 
policy,  further  clarifies  needs  and  identifies  additional  service 
provider  groups; 

6)  Linkages  are  formed  among  client  groups  and  service  provider  groups, 
including  information  giving  emd  referral  functions.    Since  needs  are 
based  upon  a  community  or  regional  population,  they  are  aggregated . 
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7}  Contrac^  are  signed  with  provider  agencies  and  procedures  are 
set  up  for  case  management  staff  to  design  dnd  create  client  path- 
ways,   continuity  of  services  to  clients  and  follow- through  are  the 
major  concerns  of  the  family  health  workers  ,who  manage  the  cases. 

8)  The  delivery  of  services  is  evaluated  on  an  ongoing  basis.  Periodic 
screenings  of  clients,  for  example,  occur  within  the  framework  of  a 
system  established  to  provide  ongoing  services.    Interpretation  of 
data  related  to  client  care  and  progress  is  readily  accessible  through 
a  computerized  referral  and  medical  record  system.    Thus  formative 
and  summative  evaluation  are  made  possible  for  the  client,  as  well  as 
tor  the  health  care  delivery  system  itself. 

THE  BROKERING  STRATEGY  . 

When  the  client  system  is  a  school  population  and  the  problem  area  is 
as  complex  as  child  health,  several  essential  components  in  the  brokering 
strategy  must  be  put  into  place  .     (See  Figure  2) 

In  the  Lawrence  Children's  Health  Project,  the  Merrimack  Education  Center 
adapted  the  brokering  model  to  meet  the  needs  of  the  community.    The  major 
elements  of  this  brokering  strategy  described  on  the  following  pages  are: 

1.  Project  Management  and  Operation 

2.  Management  Information  System  of  Client  Needs  and  Available  Resources 

3.  Matching  and  Linking  Resources  to  Client  Needs 
i.    Project  Management  Operation 

Project  staff  are  responsible  for  the  management  functions  such  as 
planning,  coordination,  policy  formation  and  resource  allocation.  Knowing 
the  clients  enables  the  staff  to  balance  the  needs  side  of  the  equation  with 
the  resource  requirements  for  health  services.    The  three  strategies  used 
by  project  management  are: 

1)  aggregated  needs,  needs  specification  and  prioritization; 

2)  anticipation  of  projected  unmet  needs; 

3)  mobilizing  clients  through  outreach  and  advocacy  roles. 

Project  staff,  working  with  the  school  administration  and  the  advisory 
board,  scan  the  entire  client  group  to  find  aggregate  needs  and  to  analyze 
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Figure  2 


SCHEMA  DEPICTING  COLLABORATIVE  APPROACH  TO  PROBLEM  RESOLUTION 
EMPLOYING  THE  CONCEPT  OF  ORGANIZATIONAL  BROKERING 
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problems.    By  cumulating  needs,  project  staff  can  develop,  locate  or  encourage 
other  groups  or  individuals  to  provide  services  matched  with  the  identified 
problems.    Hopefully,  volume  can  also  lower  unit  costs  in  the  purchase  of 
services  while  providing  more  convenient  access  for  clients. 

Similarly,  project  management  organizes  the  supply  side  of  the  equation 
by  (a)  putting  in  place  an  advocacy  process  that  can  create  an  effective 
linking  system;  and  (b)  facilitating  an  effective  and  efficient  supply  of 
services  meeting  the  needs  identified. 

By  analyzing  resource  availability,  the  project  insures  that  existing 
services  are  used  before  new  programs  or  systems  are  developed.  Often, 
availeUile  services  are  hidden  by  poor  "marketing" ;  the  project  then  serves  as 
broker  to  uncover  underutilized  resources  and  to  encourage  providers  to  adapt 
and  market  in  tune  with  the  identified  needs.    In  an  outreach  and  advocacy 
role,  the  project  staff  assist  families  in  accessing  the  needed  services. 

2,  Management  Information  System 

An  efficient  computer  system  for  collecting;  storing,  organizing  and 
retrieving  information  on  clients  and  resources  is  required  to  perform  the 
matching  or  linking.    A  management  information  system  is  needed  to  track 
clients  as  they  go  through  the  referral  process  so  that  continuity  can  be 
maintained;  follow-up  can  be  systematic  and  rescreening  can  be  scheduled  at 
appropriate  times.    This  system  also  enables  trends  to  be  identified,  longi- 
tudinal studies  to  be  conducted  and  quality  assurance  to  be  monitored. 

3.  Matching  Resources  to  Needs 

Project  managers  use  a  variety  of  strategies  such  as  repackaging 
available  resources,  retraining  service  providers,  developing  or  selecting 
new  resources,  aggregating  and  redefining  client  needs.    They  match  resources 
with  client  needs  with  the  paramount  goal  being  "the  best  fit"  that  addresses 
a  number  of  client  needs  effectively  and  economically. 
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FUNCTIONS  OF  THE  BROKERING  ORGANIZATION 

The  brokering  organization  follows  six  basic  steps  in  resolving  client 
aeeds.    These  steps  outlined  below  are  further  illustrated  by  Figure  3. 

1.  Needs  Identification-As  an  initial  and  a  continuous  step  in  the 
process,  needs  are  identified  reliably  and  accurately. 

2.  Needs  Sensing-lnformation  about  client  needs  and  characterisUcs 
IS  recorded  systematically  to  enable  continuing  analysis  of 
identified  needs. 

3.  Needs  Valuing-Persons  and/or  agencies  with  existing  responsibilities 
for  or  potential  interests  in  the  well-being  of  the  client  must  come 
to  place  a  value  on  the  resolution  of  the  identified  needs,  and  must 
act  to  legitimize  the  role  of  others  who  act  as  service  brokers 

or  providers. 

4.  Needs  Hatching-Identified  needs  of  clients  are  matched  with  appro- 
priate providers  of  services. 

5.  Service  Delivery-Qualified  providers  deliver  the  services  'necessary 
to  meet  the  specified  needs. 

6.  Evaluation-The  effects  of  delivered  services  are  assessed  to 
determine  the  effectiveness  and  efficiency  of  such  care,    if  unmet 
needs  are  found,  they  are  recycled  for  resolution.    Data  gathered  are 

^ir^t  refocusing  of  the  goals  and  operations 

of  the  Project. 

JUAN  AND  MELISSA 

Juan  and  Melissa  are  two  of  the  2,278  students  who  are  benefitting  from 
the  Lawrence  Children's  Health  Project.    Juan  had  had  a  sporadic  record  of 
attendance  during  his  first  two  years  in  school.    Reports  from  prior  teachers 
indicated  ear  problems  and  throat  infections  as  the  main  causes.    As  he  missed 
fundamentals,  he  seemed  to  slip  behind  his  peers  gradually,    since  English 
is  Juan's  second  language,  attempts  to  "catch  up"  when  he  returned  to  school 
too  often  met  with  failure. 

Today  Juan's  case  reads  like  a  real  success  story,  thanks  to  this 
Project.    Health  assessments  determined  the  need  for  an  eye,  ear  and  nose 
specialist  to  whom  he  was  referred  at  once.    Essential  dental  care  was  also 
indicated  and  provided.    The  developmental  assessment  designed  at  Children's 


Figure  3 

SCHEMA  OF  THE  LAWRENCE  CHILDREN'S  HEALTH  PROJECT 
•     Featuring  the  Application  of  the  Brokering  Concept 
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Sospital  targeted  notable  deficiencies  in  the  auditory- language  functioning 
uea.    An  audiologist  has  followed  up  with  Juan  on  the  medical  specialist's 
prescriptions  for  remedying  his  hearing.    A  speech  therapist  is  working  with 
Juan  to  help  him  master  some  of  the  sound  combinations  he  has  found  difficult 
to  grasp  since  English  is  his  second  tongue.    Remarkably,  Juan  is  today 
reading  at  his  grade  level,  is  quite  regular  in  his  attendance  and  is, 
according  to  his  teachers,  quite  well  adjusted  at  school. 
THE  CASE  OF  MELISSA 

Melissa  has  yet  to  enter  school.    This  past  year,  as  a  4-year  old,  she 
was  detected  in  the  examination  by  a  pediatric  fellow  from  Children's  Hospital, 
Boston,  as  having  sickle  cell  anemia.    Melissa's  mother  had  heard  about  the 
Good  Health  Program  from  having  her  child  at  the  CAC  Day  Care  Center  where 
Melissa's  physical  assessment  occurred.    A  family  care  (outreach)  worker 
visited  Melissa's  family  and  told  them  of  the  counseling  provided  in  Lawrence 
by  the  Sickle  Cell  Center  of  Boston  Public  Health  and  Hospitals.    Her  father 
went  with  her  to  the  Lawrence  Boys  Club's  Sickle  Cell  Center.    They  still 
attend  these  counseling  sessions  now  that  a  permanent  home  for  sickle  cell 
counseling  has  been  found  in  Lawrence  through  the  Community  Action  Council 
(CAC)  working  with  this  Project.    The  family  cars  worker  also  recommended 
a  developmental  assessment  for  Melissa  after  noting  some  problems  with  her 
fine  motor  functioning. 

Melissa's  mother  then  took  her  to  Lawrence' s  Family  Health  Center  which 
administered  the  Pre-Kindergarten  developmental  assessment  designed  and 
developed  by  a  team  of  specialists  at  Children' s  Hospital.  Certain 
neuro-developmental  deficiencies  were  discovered  and  these  have  been  traced 
back  to  lead  poisoning,  as  determined  through  testing  provided  at  the 
Community  Action  Center.    Lawrence  General  Hospital  assists  in  the  follow-up 


care  of  Melissa  and  her  problems.    Fortunately  these  have  been  identified 
early  and  prescribed  treatment  is  being  administered  systematically,  what 
otherwise  might  have  become  a  disaster-filled  life  'is  now  being  put  back 
together  again.    Such  cases  as  those  of  Juan  and  Melissa  are  illustrative  of 
what  Early  and-  Periodic  Screening  Diagnosis  and  Treatment  (EPSDT)  is  doing  today 
in  the  City  of  Lawrence. 

SOW  EPSDT  WORKS  IN  THE  CITY  OF  LAWRENCE 

.   Thus,  the  Lawrence  Children's  Health  Project  is  a  preventive  health 
program  designed  to  screen  children  in  the  areas  of  health  and  developmental 
maturity.    The  Project  works  closely  with  the  Lawrence  Public  Schools  to  help 
families  attain  the  best  possible  health  for  their  children.    The  Lawrence 
Children's  Health  Project  takes  place  in  the  schools,  or  in  a  medical  van 
located  on  the  school  grounds.    The  mobile  van  has  all  the  facilities  of  a 
doctor's  office,  including  a  laboratory,  an  examining  room  and  a  testing 
area.    A  pediatric  nurse  practitioner  gives  the  health  screenings  to  the 
children  whose  parents  join  the  voluntary  Project. 

In  addition  to  testing  for  hearing  and  vdsion,  the  health  screening 
includes  a  complete  physical,  a  nutritional  assessment  and  lab  tests 
including  those  for  lead  poisoning,  tuberculosis  and  si<:kle  cell  anemia. 
Children  are  also  referred  for  a  dental  screening.    A  developmental  assess- 
ment, designed  at  Children's  Hospital,  examines  developmental  maturation, 
measuring  such  skills  as  auditory  memory,  sequencing  of  information,  and 
language  skills  as  well  as  visual  perception  and  motor  skills.  Altogether, 
the  exam  lasts  about  two  hours. 

The  Project  staff  reviews  student  records,  the  medical  history  obtained 
from  parents  and  teachers  and  then  assists  families  in  finding  the  proper  . 
services.    Project  stSLff  make  the  necessary  and  appropriate  referrals  after 
screening,  using  the  medical  and  other  human  services  of  the  City. 
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Young  persons  in  the  City  of  Lawrence  who  are  under  21  years  of  age 
are  eligible  to  participate.    This  health  program  is  sponsored  by  the  Health 
care  Financing  Administration  (HCFA)  ,  and  is  administered  by  the  Merrimack 
Education  Center,  Chelmsford,  Massachusetts. 
CLIENT  PATfiWAYS  FOR  CASE  MANAGEMENT  - 

The  development  of  brokering  mechanisms,  coordinated  case  management, 
and  service  and  financial  information  systems  represent  the  major  innovations 
of  the  LCHP—a  new  configuration  of  service  relationships.    Services  inte- 
gration in  Massachusetts  has  ranged  from  the  expansion  of  single  categorical 
programs  through  contracts  for  services  or  referral  agreements,  and  physical 
co-location  of  health  and  educational  services  components  in  a  single 
comprehensive  delivery  approach.    Beginning  with  the  EPSDT  categorical 
funding  base,  the  LCHP  programmatic  response  was  expanded  to  integrate 
complementary  services  within  the  school-based  demonstration  site,  including 
health,  developmental  assessment,  educational,  social  and  dental  services. 
Major  providers  from  the  Greater  Lawrence  area  offer  a  range  of  health  services 
and  are  licensed  and  certified  by  the  State  to  accept  Medicaid  reimbursements. 
Working  with  these  agencies,  the  LCHP  has  contracted  for  these  established 
services  from  the  health  delivery  network.    A  service  contract  was  developed 
that  enabled  cooperation  between  the  Project  and  Children's  Hospital  Medical 
Center  in  Boston.    The  outreach  and  client  pathway  approach  evident  in  this 
case  study  is  represented  in  Figure  4. 

The  Program's  major  goal  was  to  complete  a  three-year  cycle  in  the 
Lawrence  Public  Schools  selected  as  a  demonstration  site,  testing  the 
efficiency  and  effectiveness  of  the  Lawrence  Children's  Health  Project 
design.    An  additional  summer  school  program  served  the  pre-school  siblings 
of  children  in  these  same  elementary  schools.     Through  outreach  and  awareness 
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APPENDIX  A 
LIST  OF  MAJOR  PRODUCTS  AND  REPORTS 


LIST  OF  MAJOR  PRODUCTS  AND  REPORTS 

In  addition  to  regular  quarterly  snd  end-of-year  reports  to  the  Health 
Care  Finance  Administration,  the  Project  prepared  or  used  the  following 
major  products  and  reports. 


A.    Health  History  and  Direct  Health  Assessment 

Health  History  Form 

0      Direct  Health  Assessment  Form  (DHA) 

•  Physical  Exam  Form  (revision  of  DHA) 

•  .  Direct  Health  Assessment  Referral  Criteria 


Developmental  Assessment  Form 

•  Applicability  of  Neuro-Developmental  Examination 

•  Student's  School  Assessment  Form  (SSAF) 

•  Analysis  of  Developmental  Screening  Tool  (SSAF) 


C.    Management  Information  System 

•  Work  Process  Charts 

•  COSTAR  V  computer  system  overview 

•  Documentation  of  COSTAR  V 

•  Documentation     for    APPLE,     Corvus,     dBASE     and  related 
microcomputer  systems 

•  LCHP  Management  Information  System  Final  Report 


D.  Organization 

•  Project  Organization  Chart 

•  Project  Steering  Committee  List 

•  Lawrence  Children's  Health  Project/Lawrence  Public  Schools: 
Proposal  (for  future  school  health  services) 

E.  Billing  System 

•  Application  to  the  Department  of  Public  Welfare  to  be  a 
Project  Good  Health  Provider  January  2,  1980  Report  to  HCFA 
regarding  Means  Test  used  by  the  the  Project 

•  Billing  Component  Description 

•  Summary  of  Financial  Coverage  for  Project  Children 

•  Proposal  to  Receive  Reimbursement  for  Developmental 
Assessments 


F.  Training 


§  Topical  Health  Packages  description 

•  Topical  Health  Packages  -  Sample 
f  Teacher  Orientation  Booklet 

•  Inservice  education  Program  Outline 


G.  Reports 

•  Summary  Report:    January,  1980  -  March,  1981 

•  Interim  Evaluation  Report:    May,  1981 

•  Final  Evaluation  Report:    FY  1981 

•  Summary  Report:    FY  1981 
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APPENDIX  C 
ORGANIZATION  CHART 
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activities,  in  cooperation  with  the  school  kdministration ,  LCHP  explicitly 
defined  the  nature  of  its  services  and  functions  and  the  ways  in  which 
services  could  be  offered  to  families. 
LCHP  BECOMES  MEDICAID  VENDOR 

In  1980,  the  LCHP  applied  to  Jtecome  a  certified  Medicaid  vendor.  In 
order  to  bill  the  State  Medicaid  office  for  screening  services.  Project 
staff  determined  Medicaid  eligibility  at  the  time  of  each  health  history. 
The  screening  included  an  expemded  role  for  health  services,  using  nurse 
practitioners  and  pediatric  fellows  from  Children's  Hospital,  and  employing 
provisions  for  full  EPSDT  service  related  to  outreach  and  case  management. 
The  following  components  of  the  initial  screen,  as  has  been  touched  on  in  the 
cases  of  Juan  and  Melissa  cited  previously,  illustrate  the  emphases  of  this 
Project: 

Health  Component — offers  children  in  need  of  medical  or  dental 
assistance  appropriate  service  referrals  through  the  services  of 
health  specialists. 

2.  Developmental  Assessment — neuro-developmental  exams,  designed  at 
Children's  Hospital  Medical  Center  used  for  educational  examination. 
Specific  areas  include:     tempersequential  organization,  visual- 
spatial,  auditory- language  functioning,  fine  and  gross  motor 
functioning,  and  short-term  memory.* 

3.  Social  Seirvices  and  Outreach — family  care  workers  make  home  visits, 
contact  parents  and  coordinate  referrals  to  assist  service  agencies. 

4.  Identification  and  Enrollment — specially  trained  staff  are  assigned 
at  the  school  to  seek  out  and  contact  families: 

(a)  to  recruit  unenrolled  students  and  pre-schoolers ;  and, 

(b)  to  obtain  parental  permission  to  conduct  the  screening. 

5.  Staff  Development — provides  programs  of  in-service  for  Project  staff 
and  training  for  staff  and  teachers. 


*Within  each  school.  Project  staff  conduct  screening  and  assessments 
to  identify  those  children  evidencing  high  risk  behaviors.    Staff  then  determine 
which  children  receive  recommendations  for  referral  by  making  clinical 
decisions  based  upon:    m  ratings  by  teachers; 

m  interviews  with  parents; 

0  review  of  health  history;  and 

0  appropriate  assessments. 


SIGNIFICANT  FINDINGS 

1.    Across  the  Commonwealth  of  Massachusetts  and  throughout  the  United 
States,  a  patchworJc  guiit  of  service  agencies  and  providers  maJces  it  necessary 
for  personnel  to  be  highly  sJciUed  to  piece  together  a  program  in  response  to 
special  health  and  educational  needs.    The  immediate  goal  of  EPSDT,  in  response 
to  these  needs,  is  to  detect  potentially  debilitating  health  problems,  and  by 
so  doing,  ultimately  to  improve  the  health  status  and  decrease  the  overall 
dependency  of  the  children  from  low-income  families.    Prior  to  the  initiation 
of  the  Lawrence  Project,  however,  only  a  small  percentage  of  eligible  children 
in  Massachusetts  were  receiving  essential  health  services.    This  Project, 
through  a  brokering  organization  sponsored  by  MEC.  has  provided  the  mechanism 
for  clustering  a  critical  mass  of  community  resources  to  respond  with 
immediacy  to  the  needs  of  these  deprived  youngsters.    Such  a  successful 
strategy  should  be  carefully  considered  for  replication  across  this  Common- 
wealth  and  throughout  this  nation. 

2.    The  brokering  strategy  demonstrated  increased  access  to  EPSDT 
services  for  students  in  Lawrence  elementary  schools.    Brokering  is  a  strategy 
for  increased  coordination  and  for  rationally  integrating  the  pieces  of  the 
patchwork  quilt.    It  has  been  demonstrated  that  coordination  of  services  has 
a  positive  impact  on  accessibility,  continuity  and  efficiency  of  service 
delivery  to  students. 

The  LCHP  has  made  impressive  progress  towards  demonstrating  that  its 
EPSDT  service  delivery  approach  is  a  genuine  alternative  that  works 
both  m  terms  of  numbers  reached  and  the  quality  of  services 
delivered.* 

3.    Sixty- five  percent  (65%)  of  the  students  screened  receive  AFDC  or 
Medicaid  while  almost  all  (89%)  receive  free  or  subsidized  lunch  in  the  school. 
Twenty-six  percent  (26%)  of  children  have  Blue  Cross  or  other  health  insurance, 
and  fourteen  percent  (14%)  report  neither  AFDC/Medicaid  nor  private  health 
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insurance.    Presumably  this  latter  group  comprises  the  working  poor  and 
constitutes  a  group  at  particular  risk  due  to  decreased  access  or  unavailability 
of  health  care  services.    A  special  waiver  was  arranged  to  serve  non-Medicaid 
students;  when  services  are  provided  for  Medicaid-eligible  students,  the  Project 
can  bill  the  Medicaid  office  for  performing  services  to  eligible  children. 

Thus,  it  can  be  seen  that  the  LCHP  is  providing  outreach  to  low-income  * 
families  and  is  able  to  identify  and  serve  the  eligible  students  as  well  as 
the,  working  poor.    The  group  in  the  "middle"  income  families,  who  are  not 
eligible  for  Medicaid  and  are  not  able  to  afford  adequate  medical  care,  is 
now  the  group  with  poorest  access  to  health  care  services.    With  inflationary 
spirals,  this  group  is  increasing  rapidly. 

4.  The  Massachusetts  Association  of  School  Superintendents  has  noted 
that,  if  similar  billing  for  medical  services  could  be  submitted  to  Blue 
Cross/Blue  Shield,  whereby  these  health  costs  could  be  transferred  out  of 
special  education  budgets,  approximately  twenty-six  million  dollars  would  be 
avoided  by  Massachusetts  schools  eumu'ally. 

5.  An  added  advantage  to  the  LCHP  program  was  the  increased  compre- 
hensiveness of  services.    Comprehensiveness  can  be  operationally  defined 
as  the  type  and  number  of  physical  assessments  performed  by  the  nurse 
practitioner  and  pediatric  fellow,  services  performed  by  the  family  case 
worker,  including  neuro-developmental  assessments,  and  services  provided  by 
community  specialists.    The  LCHP  serves  as  a  model  of  coordinating  EPSDT 
services  with  the  mandates  of  P.L.  94-142  and  Chapter  766.    The  demonstration 
project  included  an  expanded  role  for  health  services,  using  nurse  practi- 
tioners and  pediatric  fellows  from  Children's  Hospital  for  initial  screening 
and  rescreens,  and  provision  for  full  EPSDT  service  related  to  outreach  and 
case  management.    Much  flexibility  was  achieved  through  referral  of  students 
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for  follow-up  diagnosis,  treatment  including  dental  examination,  through 
individual  providers  and  clinics  in  the  Greater  Lawrence  area. 

6.    The  special  education  objectives  of  the  Lawrence  Public  Schools 
were  augmented  because  the  Project  was  able  to  prepare  the  required  physical 
assessment  data  in  timely  fashion  for  those  elementary  schools  being 
served.    Within  each  of  the  four  school  sites,  LCHP  staff  conducted  * 
screening  and  assessments  to  identify  those  children  evidencing 
high  risk  behaviors.    Medical  and  family  case  workers  determined  which 
children  would  receive  the  referral  by  making  clinical  decisions  based  upon: 
ratings  from  teachers;  from  family  history  and  risk  categories  determined 
through  parent  interviews;  from  a  review  of  each  youngster's  health  history; 
and  from  appropriate  assessments.    Physical  assessments  are  routinely 
available  from  the  LCEP  for  every  special  needs  child  from  the  target  schools. 
The  project  made  available  over  300  physical  exams  for  special  needs  children. 
This  use  of  data  generated  by  the  LCHP  is  one  of  the  most  visible  successes 
the  Program  attained.    Specially  trained  staff  are  then  assigned  at  the 
school  to  provide  continuity,  to  seek  out  and  contact  families  for  identi- 
fication and  outreach  and  to  coordinate  referrals  to  appropriate  service 
agencies. 

7.    The  follow-up,  parent  education,  client  advocate  and  provider 
linkages  further  expanded  the  comprehensiveness  of  the  services  available 
through  LCHP.    The  Project  was  successful  in  obtaining  a  variety  of  entitle- 
ments for  students.    Eighty-three  percent  (83%)  of  all  problems  identified 
were  followed  up  by  family  case  workers.    Approximately  1,500  cases  were 
referred  to  parents  for  action.    In  97%  of  those  cases,  the  parent  took 
the  necessary  action  for  referral. 
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ii 

SUMMARY 

In  terns  of  increased  access  to  services,  increased  comprehensiveness  of 
services,  greater  integration  and  coordination  of  service  delivery,  the  LCHP 
has  accomplished  much  in  the  short  time  that  has  elapsed.    Special  education  ^ 
mandates  have  been  met  in  terms  of  the  required  physicals.    Furthermore,  the 
physical  screening  procedures  comply  with  the  American  Academy  of  Pediatrics' 
standards  for  comprehensive  examinations.    In  addition,  at-risk  students, 
identified  by  their  teachers  on  a  rating  scale,  were  also  provided  a 
comprehensive,  neuro-developmental  assessment  developed  by  Children's  Bospitia 
Medical  Center,  Boston. 

In  summary,  a  total  of  2,278  students  received  comprehensive  health 
assessment  which  represented  an  average  of  92%  of  the  total  school  population 
served  in  the  four  elementary  schools.     Whereas  only  a  small  proportion  of 
eligible  persons  typically  enroll  and  receive  EPSDT  services,  the  Lawrence 
Children's  Health  Project  was  able  to  recruit  and  serve  over  9Q%  of  the  target 
population  of  four  elementaxy  schools. 
FUTURE  DIRECTIONS 

Integration  of  services  within  the  Lawrence  community  and  organizational 
changes  are  now  occurring  in  the  school  health  services  delivery  format. 
During  school  year  1981-82  the  Project  has  assumed  supervision  and  administration 
of  the  school  nurses  while  the  school  department  continues  to  pay  the  expenses 
of  these  school  health  personnel.    In  effect,  the  school  administration  has 
agreed  to  total  integration  of  the  previously  independent  school  health 
services  and,  similar  to  the  Buffalo,  New  York  and  Gary,  Indiana  school  systems, 
has  moved  to  maximize  the  school  nursing  service  through  greater  integration 
with  all  group  and  individual  resources  coordinated  in  the  community  by  this 
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Project.    This  coordination  of  services,  both  from  the  standpoint  of  how  EPSDT 
services  are  delivered,  and  the  manner  in  which  school  health  services  are 
delivered  in  the  schools,  demonstrates  two  very  important  contributions  of 
the  organizational  brokering  approach  that  is  leading  to  maintenance  of  this 
project,  now  that  the  initial  three-year  funding  cycle  has  been  completed, 
POLICY  IMPLICATIONS 

Among  the  considerations  for  legislators  and  other  policymakers  which 
this  Lawrence  Case  Study  highlights  are: 

1)  Interagency  collaboration  and  coordination — how  to  bring  to  iear 
most  effectively  and  efficiently  the  critical  mass  of  health,  education 

and  social  services  essential  to  address  the  needs  of  young  people,  particularly 
youngsters  from  low-income  families  and  the  working  poor  in  a  given  community. 
This  is  a  critical  need  of  State-wide  and  national  impact  which  must  be 
addressed  urgently  by  State  and  Federal  legislators. 

2)  Brokering  strategies— how  to  faciliate  collaborative  mechanisms  such 
as  those  employed  by  the  Merrimack  Education  Center  in  synergizing  the  combined 
energies  of  many  separate  service  providers  to  meet  more  clearly  defined  needs 
that  emerge^  as  has  been  described  throughout  this  Case  Study. 

3)  Recognition  that  free-market  exchange  principales  do  not  totally 
satisfy  the  needs  of  the  low-income,  Medicaid-eligible  population;  thus, 
structured  social  measures  have  to  be  put  in  place  by  government  and  the 
voluntary  collaboration  it  fosters  to  enhance  the  natural  diffusion  systems 
and  provider  availability. 

4)  In  a  Proposition  2h  era  and  with  increasing  Federal  outs,  more 
creative  ways  of  extending  and  maximizing  the  vital  services  of  the  school 
district's  health  staff  must  be  of  primary  concern  to  local.  State  and 
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Federal  officials.    A  practical,  how-to  approach  to  solving  this  problem  has 
been  detailed  throughout  this  Case  Study.    A  primary  outcome  of  such  a  Project 
becomes  the  streamlined,  comprehensive  delivery  system  operating  smoothly 
after  the  seed  money  has  been  utilized. 

5)  With  Federal  and  State  laws  and  guidelines  mandating  that  special 
needs  of  young  persons  aged  3  to  21  be  met  equitably  so  that  they  may  achieve 
the  maximum  of  their  potential,  the  cost-effective  approach  of  blending 
comprehensive  health,  education  and  social  services,  documented  in  a 
computerized  management  information  system,  as  demonstrated  in  the  Lawrence 
Children's  Health  Project,  is  a  model  worthy  of  replication  throughout 
Massachusetts  and  across  this  nation. 

6)  Preventive  medicine  must  impact  at  the  earliest  possible  time  so 
that  screening  can  result  in  diagnosis  and  treatment,  renewed  periodically, 
as  implemented  in  Lawrence  through  Early  and  Periodic  Screening,  Diagnosis 
and  Treatment  (EPSDT) .     The  cost  savings  are  incalculable  in  terms  of  the 
renewed  vigor  and  realization  of  human  potential  given  to  youngsters 
participating  in  the  case  studied.    A  school-based  model  works  effectively. 


APPENDIX  F 
MICROCOMPUTER  INFORMATION  SYSTEM 


•    Routinely  collected  Bureau  of  the  Census  data. 

Medicaid  State  Agencies  were  sent  the  data  collected    as  of  March  31,  1983. 
They  were  asked  to  review  the  information  and  update  it  as  of  policies  in 
effect  on  March  31,  1984.  Details  of  the  data  collection  format  can  be  found 
in  Volume  II  -  Technical  Appendix.    Where  data  for  a  12  month  period  were 
requested.  Federal  fiscal  year  data  were  provided  if  possible.    All  States 
have  responded  with  the  exception  of  Kansas,  which  submitted  only  eligibility 
updates. 

HCFA  data  that  are  routinely  collected  were  abstracted  for  the  data  base 
in  all  years.     These  data  include  such  information  as  the  Medicaid  quality 
control  data.  Medicaid  costs  for  State  administration  and  training,  Medicaid 
vendor  payments,  and  other  information  collected  by  HCFA.    Data  collected  by 
the  Bureau  of  the  Census  on  State  demographic  and  economic  characteristics 
were  also  abstracted.    Finally,  data  from  the  Food  Stamps  program  and  the 
Families  with  Dependent  Children  program  were  collected  and  abstracted  from 
published  sources. 

As  State  updates  were  received,  each  section  of  each  update  was  reviewed 
for  completeness  and  logic.    A  State  contact  had  been  noted  for  each  section 
and  the  contact  person  was  telephoned  as  necessary  to  clarify  any  questions 
arising  from  the  review. 

Computerization  of  the  Characteristics  Data  Base 

An  automated  file  to  facilitate  the  storage  and  manipulation  of  the 
detailed  tabulations  and  reports  was  built  for  the  1982  data.    This  file  was 
expanded  and  updated  to  accommodate  the  1983  data,  and  again  to  provide  for 
the  1984  data.    As  verified  detailed  State  profiles  were  returned  from  each 
State,  the  data  were  coded  and  entered  into  the  system.    These  data  were  then 
edited  and  verified.    Table  formats  were  designed  and  draft  computer  generated 
tables  were  produced.     The  final  version  of  these  tables  appear  in  this  volume 
and  the  narrative  describes  the  information  contained  in  each  table. 

SCOPE  AND  LIMITATONS 

The  data  collection  effort  covered  all  States  with  Medicaid  programs 
and  the  District  of  Columbia;  Arizona  is  the  only  State  that  does  not  have  a 
program  although  it  currently  has  a  demonstration  project  funded  by  HCFA. 
Thus,  data  for  50  jurisdictions  were  collected.—     There  are  five  territories 
that  have  Medicaid  programs  -  American  Samoa,  Guam,  the  Marianna  Islands, 
Puerto  Rico,  and  the  Virgin  Islands.     These  five  programs  were  judged  to  be 
unique  and  they  are  not  covered  in  the  scope  of  this  project. 


To  simplify  the  language  throughout  this  report,  the  District  of 
Columbia  is  classified  as  a  State  and  referred  to  as  such. 
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Definitions  of  Medicaid  program  terms  given  in  the  text  of  this  document 
are  from  the  Code  of  Federal  Regulations  (CFR),  Section  42.    Data  on  total 
Medicaid  expenditures.  Medicaid  expenditures  by  services,  total  Medicaid 
recipients,  and  Medicaid  recipients  by  eligibility  category  are  for  FY  83  and 
are  obtained  from  the  HCFA-2082  data  set. 

The  data  were  collected  over  the  time  period  of  April  -  August,  1984. 
The  data  presented  are  a  snapshot  picture  of  the  Medicaid  program  on  March  31, 
1984  insofar  as  what  was  in  effect  at  that  point  in  time.    However,  the 
effective  date  of  a  policy  does  not  necessarily  coincide  with  the  implementa- 
tion date.    Additionally,  policies  are  ocassionally  challenged  in  court  and 
implementation  of  those  policies  withheld  pending  the  ruling. 

There  are  several  basic  issues  that  should  be  pointed  out  concerning 
terminology,  to  include: 


•  Definitions; 


•    Classification  of  items;  and 


•  Standardization. 


Definitions  are  given  in  the  CFR  for  an  extensive  list  of  terms,  e.g.,  in- 
patient psychiatric  services,  categorically  needy,  medically  needy,  etc. 
However,  even  with  these  definitions,  there  is  room  for  varying  interpreta- 
tions and  there  are  a  host  of  terms  which  have  not  been  defined  by  the  CFR. 
Because  of  the  definitional  problems  and  other  factors,  the  classification 
of  items  is  not  always  consistent  across  States;  for  example,  some  States 
might  include  a  limitation  on  family  planning  services  under  inpatient 
hospital  services,  another  State  might  include  it  under  physician  services, 
and  yet  another  under  clinic  services.     In  reporting  limitations,  some  States 
report  everything  included  and  other  States  report  everything  excluded.  To 
further  complicate  matters,  States  do  not  always  make  a  distinction  between 
Federal  requirements  and  State  requirements.     In  our  synthesis  and  compilation 
of  the  data  we  have  attempted  to  eliminate  those  items  reported  by  States  that 
apply  to  all  States  as  Federal  requirements  and  to  include  only  those  items 
that  are  State  requirements.    However,  the  text  includes  discussions  of  the 
general  Federal  limitations. 

Standardization  of  data  across  50  State  Medicaid  programs  is  handled 
reasonably  well  for  data  that  are  required  to  be  reported  on  a  regular  basis 
to  HCFA.    However,  data  that  are  not  required  to  be  reported  to  HCFA  are 
difficult  to  obtain  and  standardize  -  a  point  in  case  is  the  particularly 
troublesome  State-only  program  data.     In  sximmary,  we  feel  that  the  data 
collection  effort  has  yielded  generally  accurate  data  and  the  issues  discussed 
above  have,  for  the  most  part,  not  been  serious  limitations. 


5 


Chapter  2 


ELIGIBILITY 


This  section  presents  detailed  information  on  Medicaid  eUgibility  for  49 
States  and  the  District  of  Columbia.    The  eligibility  provisions  for  this 
program  are  among  the  most  complex  of  all  assistance  programs  given  its 
interrelationships  with  the  Aid  to  Families  with  Dependent  Children  (AFDC)  and 
Supplementary  Security  Income  (SSI)  programs  and  the  amount  of  flexibility 
accorded  States  through  its  regulations.    At  a  minimum.  States  must  cover  all 
persons  who  receive  cash  payments  from  either  the  AFDC  or,  in  most  cases,  the 
bbi  program.    States  have  the  option  of  extending  Medicaid  coverage  to  specified 
groups  of  individuals  known  as  the  optionally  categorically  needy  and  to  the 
medically  needy.     The  following  tables  and  narrative  describe  the  standards 
States  use  to  determine  who  is  eligible  for  Medicaid  as  categorically  needy 
and  as  medically  needy.    All  discussions  in  this  volume  are  as  of  March  31  1984 
and  hence  do  not  include  the  few  revisions  made  by  DEFRA  (Deficit  Reductioi  Act)! 

MANDATORY  ELIGIBILITY 

States  that  establish  Medicaid  programs  must  provide  for  medical  assistance 
to  the  categorically  needy.    Generally,  these  are  persons  who  are  both  categori- 
cally related  (eligible  as  aged,  blind,  disabled,  or  a  member  of  a  family  with 
children  deprived  of  the  support  of  at  least  one  parent)  and  financially 
eligible  on  the  basis  of  income  and  resources.    The  categorically  needy 
include  all  cash  recipients  of  the  AFDC,  certain  other  AFDC  related  groups, 
most  cash  recipients  of  the  SSI  program,  and  other  SSI  related  groups.  The 
mandatory  eligibility  requirements  and  groups  are  discussed  below  under 
Families  with  Dependent  Children  and  Supplemental  Security  Income. 

AFDC  Mandatory  Eligibility 

A  State  must  provide  Medicaid  to  all  individuals  receiving  AFDC  (42 
CFR  435.110).    An  individual  receiving  AFDC  is  defined  to  be  one  whose  needs 
are  included  in  determining  the  amount  of  the  AFDC  payment.    Each  State  has 
the  latitude  within  its  AFDC  program  to  include  or  exclude  three  specific 
groups:     families  with  unemployed  parents,  pregnant  women  with  no  other 
eligible  children,  and  children  age  18  regularly  attending  school.  However,  if 
a  State  extends  AFDC  coverage  to  these  groups,  it  must  extend  Medicaid  coverli'e 
as  well.    Table  1  displays  the  States  covering  these  groups  in  their  AFDC 
State  Flan. 

Twenty-four  States  include  families  with  an  unemployed  parent  in  the 
coverage  of  their  State  Plan.    Those  24  States  have  73.2  percent  of  the  total 
number  of  AFDC  cash  recipients  in  all  States.    Pregnant  women  with  no  other 
eligible  children  were  included  by  30  States  in  their  AFDC  State  Plans.  When 
a  State  chooses  this  option,  AFDC  regulations  allow  eligibility  for  AFDC 
cash  assistance  for  only  the  last  four  months  of  the  pregnancy.    The  30 
States  account  for  63.6  percent  of  the  total  number  of  AFDC  cash  recipients. 
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Thirty-Six  States,  accounting  for  85.9  percent  of  the  total  AFDC  cash  recipients, 
include  coverage  of  children  age  18  regularly  attending  school.     The  school 
must  be  a  secondary  school  or  the  equivalent  of  technical  or  vocational 
training.  Prior  to  OBRA  81,  attendance  at  college  could  be  used  to  qualify 
such  individuals.    However,  per  the  provision  of  the  act,  college  attendance 
can  no  longer  be  used  to  qualify  an  individual  over  age  18. 

States  must  deem  one  group  and  can  choose  to  deem  two  other  groups  of 
individuals  to  be  AFDC  recipients  (42  CFR  435.115).     If  individuals  are  deemed 
to  be  AFDC  recipients,  the  State  must  make  them  eligible  for  Medicaid.  All 
individuals  who  are  denied  AFDC  cash  payment  solely  because  the  payment  would 
be  less  than  $10  a  month  must  be  deemed  recipients  of  AFDC.    This  is  displayed 
on  Table  1  showing  50  States  and  lOOZ  of  the  total  AFDC  cash  recipients.  A 
State  can  choose  to  deem  certain  pregnant  women  AFDC  recipients  and  thereby 
extend  Medicaid  eligibility  as  soon  as  pregnancy  is  medically  verified  even 
though  eligibility  for  AFDC  cash  assistance  would  not  be  granted  until  the 
sixth  month  of  pregnancy  (coverage  of  pregnant  women  became  mandatory  under 
DEFRA).    Forty  States  deem  certain  pregnant  women  to  be  AFDC  recipients. 
Those  40  States  account  for  85.3  percent  of  the  total  AFDC  cash  recipients. 
States  may  also  choose  to  deem  participants  of  work  supplementation  programs 
to  be  AFDC  recipients.    Four  States,  Hawaii,  Kentucky,  Maine  and  Vermont  have 
chosen  to  do  so  and  thus  recipients  must  be  made  eligible  for  Medicaid. 

A  State  must  continue  to  provide  Medicaid  for  four  months  to  all  members 
of  the  AFDC  program  if  they  lose  AFDC  solely  because  of  increased  income  from 
employment  or  increased  hours  of  employment  (42  CFR  435.112).  Additionally, 
the  familiy  must  have  received  AFDC  for  three  or  more  of  the  six  months 
immediately  preceeding  the  month  in  which  it  became  ineligible;  at  least  one 
member  of  the  family  must  be  unemployed  throughout  the  four-month  period;  and 
the  four-month  period  must  begin  on  the  date  of  AFDC  termination.  This 
mandatory  eligibility  group  is  shown  on  Table  1  with  50  States  providing 
coverage . 

Individuals  who  are  Ineligible  for  AFDC  coverage  because  of  requirements 
that  do  not  apply  under  Medicaid  must  be  provided  with  Medicaid  services. 
One  type  of  rule  used  in  determining  AFDC  eligibility  that  is  specifically 
prohibited  under  Title  XIX  is  lien  laws  (42  CFR  435.113).     Section  1902(a)(18) 
of  the  Social  Security  Act  prohibits  the  State  from  placing  a  lien  against  a 
recipient's  property  and  restricts  the  use  of  adjustments  and  recoveries 
against  recipients  prior  to  his  or  her  death  for  Medicaid  claims  paid  on  the 
individual's  behalf,  except  when  the  lien  was  the  direct  result  of  a  court 
judgment  for  claims  incorrectly  paid.    Five  States  have  lien  laws  that  are 
used  in  determining  AFDC  eligibility  that  are  prohibited  under  Medicaid. 
Twenty-three  States  have  other  rules  used  to  determine  AFDC  eligibility  that 
do  not  apply  under  Medicaid.    Examples  of  other  rules  include  applicants  who 
refuse  to  provide  Social  Security  numbers,  refuse  to  register  for  a  work 
incentive  program,  and  refuse  to  deem  step  parents  income.    The  23  States  that 


8 


^ntn^'D"  ^^'^  °^  '^^^  ^™ber  of  ATOC  cash 

There  are  certain  individuals  that  must  be  provided  Medicaid  because 
fnH^  fr  r  ^  pass-through  group  (42  CFR  435.114).    These  are 

in  oT/llJ  Tl  T"'"  '".""'^  ^-"P'^  «^he  increase 

JL?  T        *  Disability  Insurance  (OASDI)  under  Title  II  of  the 

ihe  individuals  must  meet  the  following  criteria: 

•  In  August  1972,  the  individual  was  entitled  to  OASDI; 

•  The  individual  was  receiving  AFDC  or  was  eligible  to 
receive  AFDC,  or  would  have  been  eligiblte  for  AFDC 

if  not  in  a  medical  institution  or  ICF,  and  the  Medicaid 
plan  covered  this  optional  group;  and 

•  The  individual  meets  all  current  SSI  requirements  except  for 
the  requirements  to  file  an  application  or  would  meet  all 
current  requirements  if  not  in  a  medical  institution  or  ICF. 

Table  2  displays  the  status  of  the  1972  "pass-through-  groups.  Twenty-five 
States  cover  individuals  that  would  have  been  eligible  for  AFDC  if  they  had 
applied  and  the  State  Medicaid  plan  covered  this  optional  group  in  August 
»!JTi*  V  fvf"^'  f'^oa  these  1972  pass-through  groups  should 

still  be  eligible.    These  25  States  account  for  65.5  percent  of  the  total 
number  of  AFDC  cash  recipients.    Thirty-six  States  cover  individuals  that 
would  have  been  eligible  for  AFDC  if  they  were  not  in  a  medical  institution 
and  the  Medicaid  plan  covered  this  group.  These  36  States  account  for  73.2 
percent  of  the  total  AFDC  cash  recipients.     Of  the  36  States,  six  provide 
Medicaid  to  institutionalized  individuals  in  medical  institutions  and  not  to 
individuals  in  ICFs. 

One  final  AFDC  mandatory  eligibility  group  is  adoption  assistance  and 
children  (Table  2).    The  State  agency  must  provide  Medicaid  to 
children  from  whom  adoption  assistance  or  foster  care  maintenance  payments  are 
made  under  Title  IV-E  (42  CFR  435.118). 

1.  4K^ff^^  determine  the  income  standards  for  each  assistance  and  Medicaid 
eligibility.    Tables  3-5  present  the  annual  need,  payment,  and  maximum  payment 
standards  for  AFDC  families  by  State.    Each  State  determines  the  State's 
general  definition  of  a  "needy  person."    The  need  standard  is  then  compared 
with  the  income  available  to  the  family  unit  (after  excluding  certain  disregards) 
to  determine  AFDC  eligibility  within  that  State.    The  need  standard  is  the 
amount  of  money  a  State  determines  essential  to  meet  a  minimal  standard  of 
living  in  that  State  for  a  family  of  a  specified  size.     In  general,  the 
standard  provides  for  basic  items  such  as  food,  clothing,  shelter,  fuel  and 
utilities,  personal  care  items  and.  household  supplies,  and  in  certain  cases, 
special  or  recurrent  needs.     Some  States  vary  the  need  standard  to  reflect 
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differences  iri  actual  costs  within  the  States,  by  season,  or  on  the  basis  of 
age  or  the  child. 

T.Ki  Standards  for  States  for  July  1983  -  June  1984  are  displayed  on 

Table  3  for  families  with  one  child,  one  adult,  family  of  two  and  family  of 
four.    States  are  allowed  a  great  deal  of  latitude  in  setting  their  standards 
and  no  two  States  have  identical  standards.     The  payment  standards  for  States 
as  of  July  1983  are  found  on  Table  4  for  the  same  family  units.    The  payment 
standard  determines  the  extent  to  which  the  State  cash  assistance  program  will 
«^!  /  !  r         u  ^  "^"^""^l  standard  of  living.    Thirty  States  set  the  payment 
standard  lower  than  the  need  standard  for  at  least  one  size  family  unit. 
It  should  be  noted  that  a  State  meeting  less  than  full  need  but  having  a  high 
standard  may  provide  a  substantially  higher  level  of  assistance  than  a  State 
meeting  full  need  under  a  low  need  standard. 

Maximum  payment  standards  are  also  established  by  each  State  and  found  on 
iable  5  for  family  units  of  one,  two,  and  four.    The  maximum  payment  is  the 
amount  paid  for  basic  needs  under  State  law.    For  a  family  with  no  income 
this  is  the  AFDC  payment.     For  the  majority  of  States  that  maximum  is  equll  to 
the  payment  standard  for  each  family  unit  size.    However,  in  three  States  the 
maximum  payment  level  for  at  least  one  family  unit  size  was  below  the  payment 
standard.    The  three  States  (Indiana,  Mississippi, and  West  Virginia)  had 
maximum  payment  levels  established  below  the  payment  standard  levels. 

SSI  Mandatory  Eligibility 

Prior  to  1972,  States  had  the  same  authority  to  set  cash  assistance 
and  Medicaid  eligibility  standards  for  the  aged,  blind,  and  disabled,  as  they 
had  for  the  AFDC  population.    However,  with  the  enactment  of  the  Social 
Security  Amendments  of  1972  (P.L.  92-603)  the  Federal  program  of  SSI  was 
established  and  the  States  were  no  longer  required  to  cover  all  aged,  blind 
and  disabled  cash  recipients.     States  can  choose  from  the  following  options: 

•  States  can  make  all  SSI  recipients  eligible  for  Medicaid;  or 

•  States  can  make  all  SSI  recipients  eligible  for  Medicaid  and 
in  addition  provide  Medicaid  to  individuals  receiving  only 
optional  State  supplements;  or 

•  States  can  limit  Medicaid  eligibility  to  individuals  who  meet 
requirements  that  are  more  restrictive  than  those  under  SSI. 
States  exercising  this  option  (209(b))  must  deduct  SSI,  optional 
State  supplements  and  incurred  medical  expense  from  income  in 
determining  Medicaid  eligibility.    Thus,  there  is  no  fixed 
income  ceiling  under  this  option. 

States  choosing  either  the  first  or  second  option  must  provide  Medicaid 
to  aged,  blind,  and  disabled  individuals  or  couples  who  receive  SSI  (42  CFR 
435.120).     This  includes  individuals  receiving  SSI  pending  a  final  determina- 
tion of  blindness  or  disability;  individuals  receiving  SSI  under  agreement  to 
dispose  of  resources  that  exceed  SSI  resource  limits;  and.  from  January  1.  1981 
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— 

- 

PEimSVLVflNIR 

•313 

•292 

•61 

•313 

•232 

•61 

•469 

•396 

•73 

•679 

•396 

•79 

RHODE  ISLRNO 

•  160 

•  128 

•32 

•274 

•218 

•36 

•373 

•299 

•76 

•928 

•421 

•  107 

S  CRROLINR 

•  102 

•  102 

- 

- 

•  144 

- 

- 

•229 

- 

- 

S  DRKOTR 

•217 

•217 

•280 

•361 

TENNESSEE 

•91 

•91 

•  142 

•217 

rEKRS 

•  170 

S203 

•429 

•993 

urRH 

•  398 

•398 

•331 

•772 

vERtMmr 

•  318 

•318 

•490 

•688 

VIRGINIR 

•214 

•  128 

•86 

•214 

•  128 

•86 

•287 

•201 

•86 

S400 

•314 

•86 

IMSHINGrON 

•469 

•463 

•988 

•896 

U  VIR6INIR 

•  161 

•72 

•89 

•  161 

•72 

•89 

•219 

•  130 

•89 

•332 

•238 

•94 

UISCONSIN 

•290 

•281 

•9 

•313 

•498 

•  13 

•604 

•984 

•20 

•720 

•699 

•21 

uvoniNC 

•  180 

•  180 

•290 

•339 

H  ONE  nOULT  HM  ONE  ROULT  RNO  THREE  CHILDREN 
MMM  ORTR  NOT  REPORTED  OR  NOT  RVRILRBLE 


TABLE  4 


3/31/8A 


CHILD 

HIGHEST  LOUESr  OIFFEKENCE 


RFDC  STRNDMIOS  FOK  BRSIC  NEEDS 
PRVHENr  STftHOBRD 

 FRniLV  OF  ruo  

HIGHESr  iioUEsir  DIFFEREHCE       highest  LOUESr  DIFFERENCE 


FfiniLV  OF  FOUR 
HIGHEST  LOUEST  DIFFERENCE 


fU-OBWU) 
RLRSKfl 

RMcaNsns 

CflLIFORMIR 
COLORflOO 

CONNECTICUT 
DCLRURRE 

01  ST  coLumin 

FLORIDA 
6E0RGIR 

HMMUI 

lOHHO 

ILLINOIS 

INOinMA 

lOUf) 

tCHNSflS 

KENTUCKV 

LOUISIRM) 

IWINC 

IMRVLHNO 

IWSSflCHUSETTS 

niCHtfifW 

niNNESOTn 

nississim 
u)  mssouRi 

nONTRNR 

NeBRnstcn 

NCVROn 

NEU  HWIPSHIRE 
NEU  JERSCV 

NEU  HEKICO 
NEU  VORK 
N  CWtOLIM) 
H  DAKOTR 
OHIO 

OKLRHOim 
OREGON 
PENNSVLVRHIR 
RHODE  ISLHMO 
S  CRROLINR 

S  ORKOrR 

TENNESSEE 

TEKflS 

UTRH 

VERHONT 

VIRGINIR 
URSHI NCrON 
U  VIRGINIR 
UI SCONSIN 
UVOniNG 


1(99 
*2'46 

»68 
92^ 

•99 
•371 

•99 
•248 
•202 

•88 
•617 
•  139 
•408 
•269m 

•  147 

•  779 

•  191 
•601 
•408MM 

»160 
»192 

•  190 

•  132 

•  111 

•  136 
•74 

•  24 
•98 

•339 

•  192 

•  190 

•  111 

•227 
•74 

•  108 
•96 

•427 
•212 
•237 

•  178 

•  169 

•368 
•  121 

•99 
•97 

•617 
•336 
•366 
•273 
•238 

•317 
•  194 

•  lOO 
•79 

MHM 

•200 

•eo 

•  167 

•  194 

•66 

MMM 

•  14 

MMM 

•200 

•  198 

•  167 

•  194 

MMM 

•  161 

MMM 

•37 

MMM 

•249 
•290 
•222 
•  309 

MMM 

•209 

MMM 

•49 

MMM 

•304 
•368 
•327 
•419 

MMM 

•309 

MMM 

•99 

•242 

•  133 
•72 

•  131 

•  140 
•66 

•  102 
•6 

•242 

•  133 
•72 

•  161 

•  131 

•  140 
•66 

•  102 
•6 

•306 

•  162 

•  138 
•293 
•230 

•211 
•  123 

•99 
•  19 

•411 
•239 
•234 
•430 
•399 

•327 
•217 

•84 
•  17 

•248 
•278 
•239 

A17fl 

•  121 

•228 

•90 

•248 
•278 

•  177 

•  171 

•  121 

•228 

•90 

•  319 

•  394 
•412 
•244 
•209 

•304 

•90 

•449 

•492 

•983mm 

•327 

•309 

•442 

•SO 

•93 
•210 
•44 

•292 
•  137 

•93 

- 

•212 
•210 

•  130 

•  137 

•  76 

•  136 

•279 
•200 
•  183 
•306 
•273 

•  123 

•  196 

•429 
•420 
•272 
•410 
•414 

•217 

•208 

•97 
•313 

•  134 
•96 

•  116 

•  189 

•  124 

•97 
•313 

•  134 
9  IvO 

•  116 

•  189 

•  124 

•  122 
•422 

•  176 
•289 
•227 

•278 

•  144 

•208 
•602 
•221 
•437 
•343 

•419 

•  183 

•84 

•  168 

•  181 

•  160 
•77 

•  147 

•  128 

•34 
•32 

•  167 
•246 

•  181 
•2r4 

•  77 

•  147 

*9  Ilk 

•34 

•218 
•312 
•273 
•379 
•  109 

•232 
•299 

•41 
•76 

•349 
•446 
•419 
•928 
•  174 

•367 
•421 

•48 
•  107 

•217 
•69 
•91 
•214 
•208 

•217 
•69 
•62 
•  214 
•208 

•280 

•  101 

•  128 

•  286 
•299 

•361 

•  194 

•  178 
•416 
•491 

•  193 

•  299 
•242 
•247 

•  180 

•  119 

•  108 
•239 

•76 

•  134 
•8 

•  193 
•299 
•242 
•436 

•  180 

•  119 

•  108 
•423 

•  78 

•  134 

•  13 

•  298 

•  374 

•  329 
•913 
•290 

•  lai 

•  199 
•497 

•  77 

•  134 

•  16 

•  360 
•944 
•498 
•612 
•399 

•283 

•397 
•994 

•77 

•  141 
•  18 

M  ONE  ROULT  MM  ONE  ROULT  RNO  THREE  CHILDREN 
MMM  OATR  NOT  REPORTED  OR  NOT  NVRILRBLE 


TABLE  5 

fIFOC  SrMOMtOS  FOR  BASIC  HEEDS 

mixinun  pnvtiENr 


3/31/84 


ONE  CHILD 


ONE  RDULr 


FtmiLY  OF  ruo 


HICHESr 

LOUESr 

OIFFEKENCE 

HIGHESr 

LOUEST 

DIFFERENCE 

HIGHEST 

LOUESr 

DIFFEREI 

HLRBflnn 

•39 

•99 

•08 

HLRSKR 

S2<«6 

•371 

•617 

MtKMisns 

96a 

•60 

•  139 

CM-irOMIIR 

•2'ia 

•-lOO 

COLOKMW 

•202 

•269m 

coNNEcricur 

S160 

•  136 

•2-1 

•339 

•227 

•  loe 

••127 

•368 

•39 

ocLmmitE 

»192 

•  192 

•  212 

01 sr  coLunoifl 

•  190 

•  190 

•237 

FLORIOfl 

•  132 

•  F'i 

•30 

•  132 

•7^ 

•30 

•  170 

•  121 

•37 

GEOKCIA 

•  111 

•  111 

•  169 

FfWIILV  OF  FOUR 
HIGHESr  LOUESr  DIFFERENCE 

•  H7 

•  779 

•  191 
•601 
••WOmm 


•617 
•  336 
•366 
•273 
•238 


•917 


•  19^ 


•  lOO 


•79 


Hmmii 

MMM 

MMM 

MMM 

MMM 

MMM 

IDRHO 

•200 

S200 

ILLINOIS 

•80 

•66 

•  M 

•  190 

•  161 

INDIRNA 

•98 

•98 

loim 

M  MM 

MMM 

MMM 

MMM 

MMM 

KANSAS 

•242 

•  1«I 

•  102 

•242 

•  I'M 

KENrUCKV 

•  133 

•  133 

LOUISIRM) 

•72 

•66 

•6 

•72 

•66 

rwiME 

•93 

•  161 

nRRVLRND 

•  131 

•  131 

mtssACHuscrrs 

•2-18 

•2-48 

niCHiciw 

•278 

•228 

•90 

•278 

•220 

niNNCSorn 

•239 

•  177 

nississim 

•60 

•60 

nissouRi 

•  121 

•  121 

noNrHNH 

•93 

•93 

•212 

•76 

NCBRRSKN 

•210 

•210 

NCVnOA 

9^ 

•  138 

NCU  HfMirSHIRE 

•292 

•292 

NEU  JERSEY 

•  137 

•  137 

MMM 

MMM 

MMM 

MMM 

MMM 

MMM 

MMM 

•  249 

•  304 

•37 

•290 

•209 

•49 

•360 

•309 

•99 

•  196 

•316 

MMM 

MMM 

MMM 

MMM 

MMM 

MMM 

HMH 

•  102 

•  306 

•211 

•99 

•411 

•327 

•04 

•  162 

•233 

•6 

•  138 

•  1^3 

•  19 

•234 

•217 

•  17 

•293 

•430 

•230 

•399 

•319 

•449 

»90 

•3S4 

•304 

•30 

•492 

•442 

»90 

•412 

•903mm 

•9« 

•  144 

•209 

•309 

•  136 

•279 

•  123 

•  196 

•423 

•217 

•208 

•280 

•420 

•  183 

•272 

•306 

•410 

•273 

•414 

NEU  HEKICO 

•97 

•97 

•  122 

NEU  VORK 

•371 

•207 

•  164 

•371 

•207 

•  164 

•486 

•296 

•  190 

N  CRROLINR 

•  134 

•  134 

•  176 

N  omorn 

•96 

•  193 

•289 

OHIO 

•  116 

•  116 

•227 

OKLRHOnn 

•84 

•  167 

•218 

OREGON 

•  168 

•246 

•312 

PENNSVLiWIIR 

•  181 

•  147 

•34 

•  181 

•  147 

•34 

•273 

•232 

•41 

RHODE  ISLRNO 

•  160 

•  128 

•32 

•274 

•218 

•96 

•379 

•299 

•76 

S  CAROLINA 

•77 

•77 

•  109 

S  OAKOrn 

•217 

•217 

•280 

TENNESSEE 

•69 

•69 

•  lOl 

TEKAS 

•91 

•62 

•  128 

UTAH 

•214 

•214 

•286 

VERHONr 

•200 

•208 

•299 

VIRGINIA 

•  193 

•  119 

•78 

•  193 

•  113 

•76 

•  298 

•  181 

•  77 

UASHINGTON 

•  299 

•299 

•  374 

U  VIRGINIA 

•  121 

•94 

•67 

•  121 

•94 

•67 

•  164 

•98 

•66 

UI SCONS IN 

•  247 

•  239 

•8 

•436 

•423 

•  13 

•  313 

•  497 

•  16 

UVOniNG 

•  180 

•  180 

•  290 

•499 


•367 
•421 


•  208 
•677 
•221 
•437 
•343 

•  349 
•446 
•419 
•928 

•  174 

•  361 

•  194 

•  178 
•416 
•491 


•  360 
•944 
•249       •I 79 
•612  ^994 

•  399 


•222 


•48 

•  107 


•283 


•77 


•  70 

•  18 


M  ONE  ADULT  mm  ONE  ADULT  AND  THREE  CHILDREN 
MMM  DATA  NOT  REPORTED  OR  NOT  AVAILABLE 


until  December  31,  1983,  individuals  considered  to  be  receiving  SSI  under 
1619(b)  of  the  Social  Security  Act  (blind  or  disabled  individuals  whose  income 
equals  or  exceeds  a  specific  SSI  limit).     Individuals  entitled  to  benefits 
under  Section  1622  of  the  Social  Security  Act  are  not  considered  individuals 
receiving  SSI  and  therefore  are  not  eligible  for  Medicaid. 

Table  6  displays  the  States  that  provide  Medicaid  to  aged,  blind,  and 
disabled  individuals  or  couples  who  receive  SSI.    Thirty-six  States  have  chosen 
this  option  and  those  36  States  account  for  85.5  percent  of  the  total  number  of 
SSI  cash  recipients.     This  SSI  cash  group  refers  to  all  categorically  needy  aged, 
blind  and  disabled  persons  who  meet  (a)  in  most  States  the  income  and  resource 
limits  for  receipt  of  SSI  benefits  or  State  supplementary  payments;  or  (b)  in 
some  States  more  restrictive  income  and  resource  limits  than  those  applied  by 
the  SSI  program. 

The  14  States  choosing  the  third  option  (209(b)  States)  have  more  restric- 
tive requirements  for  Medicaid  than  the  SSI  requirements  (42  CFR  435.121). 
The  State  may  be  restrictive  in  defining  blindness  or  disability,  more  restric- 
tive in  setting  financial  requirements  for  income  or  resources,  or  both.  The 
requirements  may  apply  to  the  aged  or  the  blind  or  the  disabled  or  any  combina- 
tion.   However,  each  requirement  may  be  no  more  restrictive  than  that  in  effect 
under  the  State's  Medicaid  plan  on  January  1,  1972  and  in  general,  no  more 
liberal  than  that  applied  under  SSI  or  an  optional  State  supplement  program. 
The  14  States  selecting  the  209(b)  option  account  for  14.5  percent  of  the  total 
number  of  SSI  cash  recipients. 

A  mandatory  group  of  recipients  is  individuals  who  are  ineligible  for  SSI 
or  optional  State  supplements  because  of  requirements  that  do  not  apply  under 
Title  XIX  of  the  Social  Security  Act  (42  CFR  435.122).  These  individuals  who 
would  be  eligible  for  SSI  or  optional  State  supplements  except  for  an  eligibil- 
ity requirement  used  in  those  programs  that  is  prohibited  under  Title  XIX,  such 
as  placing  liens  against  a  recipients 's  property,  must  be  provided  Medicaid. 
Ten  States  provide  Medicaid  to  this  group  of  Individuals.    As  seen  on  Table  6, 
the  ten  States  account  for  14.5  percent  of  total  SSI  cash  recipients. 

When  the  Social  Security  Amendments  of  1972  were  enacted.  States  that  had 
been  making  higher  payments  to  individuals  under  the  previous  programs  of  cash 
assistance  were  required  to  pay  the  difference  between  the  SSI  benefit  and  the 
previous  payment.  These  are  known  as  mandatory  State  supplements  and  individ- 
uals receiving  mandatory  State  supplements  must  be  provided  Medicaid  (42  CFR 
435.130).  As  shown  on  Table  6,  34  States  pay  mandatory  State  supplements, 
accounting  for  59.3  percent  of  the  total  number  of  SSI  cash  recipients. 

Whichever  major  option  for  coverage  of  the  aged,  blind,  or  disabled  a 
State  elects,  all  States  are  required  to  provide  Medicaid  to  certain  groups 
of  individuals  who  were  eligible  for  Medicaid  in  December  1973  under  optional 
coverage  provisions.    These  groups  include  essential  spouses,  institutionalized 
individuals,  and  blind  and  disabled  individuals.    They  are  displayed  on  Table  6 
under  1973  "grandfathered"  groups  and  are  discussed  individually  below. 
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TABLE  6 


3/31/84 


iMMOMroKV  nEOicnio  eligibilitv  gkoups: 


RGEO,  BLIND,  (MO  OISABLCO 

1973  -CMtNOFnrNEKEO- 


fN-L  SSI  RECIPIENTS 


INOIVIOUM.S  MHO  tlCET 

none  RCSFKicnvE 

CLICIBILirv  CRIFERin 


srnrE 


RLRSKR 
MtKMNSnS 

cm-iFomin 

COLOMIOO 

cricuT 


01 sr  coLunBiR 

FLMtlM 
GCOMIR 

HMMII 

lOflNO 

ILLINOIS 

INOIiaM 

tOlM 

KHNSftS 

KOirUCKV 

LOUtSIWM 

rwiMC 

rWRVLnND 

nnssMCHuscrrs 

niCHIWM 
niNNCSOTR 

nississim 
nissouKi 

noNriMM 


NEH  HRnPSNIRC 
NEU  JCRSCV 

NEU  nEMICO 
NEU  MMK 
N  CMHH.IMI 
N  OMCOTR 
OHIO 

OKLRHOIM 


PEMNSVLVNMin 


S  CMtOLIM) 

S  omcoTR 

TENNESSEE 
TEMHS 
UTRH 
VERtlONT 

VIRGINIR 
IMSMINCrON 
H  VIRSINIR 
UISCONSIH 
UVOniNG 

TOTRL  STNTCS 
Z  RECiriENTS 
rOR  CRTCSORV 


RGEO  BLIND  DISRBLED    RCEO    BLIND  OISRBLED 


THOSE  UHO  RRE  NOT 
ELIGIBLE  FOR  SSI/ 
SSP  DUE  TO  RULES 
THAT  DO  HOT  RTPLV 
UNDER  TITLE  HIK 


K 
H 
N 
H 


H 
M 
K 
N 
K 

K 
K 


K 

K 

M 

H 
M 


H 
H 
H 
K 

K 
K 
K 


H 
H 
K 
K 


K 
N 
M 
N 


K 
K 
M 
N 
H 

M 
H 


N 

K 

K 

H 
H 


N 
K 
K 
H 

N 
H 
M 


M 
N 
K 
M 


H 
N 
K 
K 
M 


H 
M 
H 
N 


H 
N 
N 
M 
M 

M 
M 


H 

M 

K 

N 
M 


K 
N 
N 
H 

K 
K 
M 


K 
N 

N 
M 


K 
K 

K 
K 


H 
N 

K 
K 


M 
K 
M 


M 
M 


N 
M 


3« 


36 


89.9  89.9 


14 

H.9 


l'i.9 


1'4.9 


M 
M 

10 

H-9 


INOIVIOURLS 
RECEIVING 
RRNDRTORV 
STRTE 

SUPPLEIIENTS 

K 
K 
M 


H 
H 


INDIflDURLS  UHO  IN  OECEHBCR  1973  MERE  ELIGIBLE  FOR  HEOI - 
CRIO  RNO  HRVE  CONTINUED  TO  BE  ELIGIBLE  UNDER  StiCH  RULES: 


ESSENTIM.  SPOUSES 
RGED  BLIND  OISRBLEO 


M 
N 
N 
N 

M 
M 
N 


N 
N 

M 
N 
N 
H 


K 
N 


3-1 
99.3 


K 
K 
K 
H 
K 


N 
H 
K 
K 

H 
N 
M 
N 
H 


H 
H 

H 
N 
N 
N 


K 
M 


K 
K 
N 
M 
H 


27 

<a.  t 


K 
K 
K 
K 

M 
N 
H 
M 
N 


N 
M 

K 
K 
M 
H 


2a 
M.l 


H 
H 
H 
N 
H 


K 
N 
N 
N 

M 
H 
N 
N 
M 


H 
H 

N 
K 
M 
H 


20 
4*.  1 


I NST I TUri ONAL I  ZED 
INOIflDUNLS 

M 
H 
N 
H 
N 

K 
N 
M 
K 
N 

M 
H 
M 
K 
M 

M 
M 
K 
N 
N 

M 
M 
M 
N 
M 

M 
N 
M 
N 
N 

K 
M 
M 
M 
M 

M 
H 
N 
H 
N 

N 
M 
N 
H 
H 

H 
H 
H 
H 
H 


BLIND  MHO 
DISROLED 


K 
K 
K 
M 
M 

K 
M 
H 
M 
N 

N 
H 
H 
M 
M 

M 
M 
M 
N 
M 

M 
M 
N 
M 
N 

M 
N 
M 
H 
M 

N 
N 
It 
N 
M 

M 
M 
N 
N 
N 

M 
N 
N 
N 
N 

M 
M 
M 
N 
M 


too 


The  State  agency  must  provide  Medicaid  to  any  person  who  was  eligible 
for  Medicaid  in  December  1973  as  an  essential  spouse  of  an  aged,  blind  or 
disabled  individual  who  was  receiving  cash  assistance  (42  CFR  435.131).  An 
"essential  spouse"  is  defined  to  be  one  who  is  living  with  the  individual, 
whose  needs  were  included  in  determining  the  amount  of  cash  payment,  and  who  is 
determined  essential  to  the  individual's  well  being.    Medicaid  must  be  continued 
if  both  the  aged,  blind,  or  disabled  individual  and  the  essential  spouse  con- 
tinue to  meet  the  conditions  in  effect  as  of  December  1973.    Twenty-seven  States 
have  an  essential  spouses  grandfathered  group  for  aged  individuals,  28  States 
have  an  essential  spouses  grandfathered  group  for  the  blind,  and  28  States  have 
a  group  for  the  disabled.    One  of  the  States  has  essential  spouses  for  two 
groups  (Colorado  -  blind  and  disabled)  while  all  other  States  that  have  essen- 
tial spouses  include  the  aged,  blind,  and  disabled.    In  each  case  these  States 
account  for  between  45.1  percent  and  46.1  percent  of  the  total  number  of  SSI 
cash  recipients. 

A  second  1973  "grandfathered"  group  is  institutionalized  individuals 
who  were  eligible  in  December  1973  (42  CFR  435.132).     Individuals  who  were 
eligible  for  Medicaid  in  December  1973,  or  any  part  of  that  month,  as  inpatients 
of  medical  institutions  or  residents  of  ICFs  that  were  participating  in  the 
Medicaid  program  must  be  provided  Medicaid.     The  individual,  for  each  month 
after  December  1973,  must  continue  to  meet  the  1973  eligibility  requirements, 
remain  institutionalized,  and  be  determined  by  a  review  organization  to  need 
institutional  care.     Table  6  shows  that  all  50  States  provide  Medicaid  for  this 
group. 

The  third  1973  "grandfathered"  group  is  the  blind  and  disabled.  Medicaid 
must  be  provided  to  individuals  who  meet  all  current  requirements  for  Medicaid 
eligibility  except  the  criteria  for  blindness  or  disability,  were  eligible  for 
Medicaid  in  December  1973,  and  for  each  consecutive  month  after  December  1973 
have  continued  to  meet  eligibility  criteria  used  under  the  Medicaid  plan  in 
December  1973  (42  CFR  435.133).  These  individuals  were  "grandfathered"  by  all 
50  States  as  seen  on  Table  6. 

There  are  certain  individuals  that  must  be  provided  Medicaid  because 
they  are  members  of  a  1972  pass-through  group  (42  CFR  435.134).    These  are 
individuals  who  would  currently  be  eligible  for  SSI  except  that  the  increase  in 
Old  Age,  Survivors  and  Disability  Insurance  (OASDI)  under  Title  II  of  the  Social 
Security  Act  raised  their  income  over  the  limit  allowed  for  SSI.    The  individ- 
uals must  meet  the  following  criteria: 

•  In  August  1972,  the  individual  was  entitled  to  a  OASDI  and 

•  He  was  receiving  OAA,  AB,  APTD,  or  AABD  or  he  would  have 

been  eligible  for  one  of  those  programs  except  that  he  had  not 
applied,  or  he  would  have  been  eligible  for  one  of  those 
programs  if  he  were  not  in  a  medical  institution  or  ICF;  and 

•  He  meets  all  current  SSI  requirements  except  for  the  require- 
ment to  file  an  application  or  would  meet  all  current  require- 
ments if  he  were  not  in  a  medical  institution  or  ICF. 
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fro.  these  mz'oasrtSi:  'V'  "P^-^^'^-gh"  groups.  Few.  if  any.  individuals 
rrom  these  1972  pass-through  groups  should  still  be  eligible.  Twenty-four 

1972      T^Ts.  it  """^^  8-°"P  August 

1972.    These  24  States  account  for  56.6  percent  of  the  total  number  of  SSI 

ITAZlTlT'.  '^-^-^  -ver  institutionalized  i'ividuL  in 

MedicaL    1  ^^^8^^^^  SSI  if  the  State 

llAclit  r    ?  'T"?  8""P-  Of  the  35  States,  three  provide 

indJvli  .r  individuals  in  medical  institutions  and  not  to 

Individuals  in  intermediate  care  facilities. 

in.i  t  "pass-through"  group  is  displayed  on  Table  7.    This  group 

Jesilf  of  S^SDT  ineligible  for  cash  assistance  as'a 

«Mn  K     Of DI  cost-of-living  increases  received  after  April  1977  and  would 

certain* i^^;^    ^  /.^    ^  mandatory  eligibility  group;  however,  there  are 
not  eitend  ieii^^lH  extended.     If  the  State  does 

not  extend  Medicaid  coverage  to  its  SSP  recipients,  or  if  it  does  not  make 

tJ^^^rfS  r"*"^!^  payments,  then  the  State  is  not  required  to  cover  recipients 
that  would  be  members  of  the  1977  "pass-through"^oup.    There  are  nine 
States,  accounting  for  23.3  percent  of  total  SSI  recipients,  that  do  not  make 
State  supplementary  payments  or  do  not  provide  Medicaid  to  these  individuals. 

If  a  State  adopts  more  restrictive  eligibility  requirements  (209(b) 
State),  other  conditions  determine  the  coverage  of  the  1977  pass-through 
group.    The  conditions  are  as  follows:  "-nrougn 

•  The  State  applies  more  restrictive  eligibility  requirements  that 
preclude  the  coverage  of  this  group  and  42  CFR  435.135  is  not 
applicable;  and 

•  The  State  applies  more  restrictive  eligibility  requirements  and 
the  amount  of  increase  that  caused  SSI/SSP  ineligibility  and 
subsequent  increases  are  deducted  when  determining  the  amount 
of  countable  income  for  categorically  needy  eligibility. 

f^"5  category  is  limited  to  five  States  (accounting  for  6.5  percent  of 
total  SSI  cash  recipients)  -  Michigan,  Missouri,  North  Dakota,  Ohio,  and  Utah. 
The  second  category  is  composed  of  eleven  States;  those  eleven  States  make  up 
33.2  percent  of  total  SSI  cash  recipients. 

OPTIONAL  ELIGIBILITY 


.r.  fir.      ,  ?r  selected  groups  of  individuals  under  Medicaid  who 

are  financially  eligible  for  cash  assistance  but  ineligible  because  of  certain 

eUa^h^r^in^r^J"'  ""-^^  '°  ""^^^  assistance.  Individuals 

eligible  under  these  optional  coverage  provisions  are  considered  categorically 
TnT  .jy^  eligible  for  the  same  services  provided  under  Medicaid  to  manda- 
tHovit^a^  onM"""'?*  specified,  a  Medicaid  agency  that  chooses 

to  cover  an  optional  group  must  provide  Medicaid  to  all  eligible  individuals 
in  that  group.     The  optional  eligibility  requirements  and  groups  are  discussed 
below  under  Families  with  Dependent  Children  and  Supplemental  Security  Income. 
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AFDC  Optional  Eligibility 

A  State  may  provide  Medicaid  to  individuals  who  would  be  eligible  for  AFDC 

9  4  pej!r!,^ir^h    r.'r"  ^''^  ^"^^  ^^^^^  ^6  states  accoun  fo 

by. 4  percent  of  the  total  number  of  noncash  AFDC  recipients. 

The  State  may  provide  Medicaid  to  individuals  who  would  be  eligible 
JL'^u/^th""'  ""'"^  reimbursable  medical  institution  or  lCF  (42  CFR 

Itlnllll:        Tt         individuals  who  are  ineligible  because  of  the  lower  income 
Fo«v  n      Tt       ^^^^™in«  eligibility  for  institutionalized  individuals. 
oarcl;;rof  "''^  ^^^"^  individuals  and  those  41  States  account  for  80.5 

percent  of  total  non-cash  AFDC  recipients. 

i  °P'^i°'^^l  Medicaid  group  that  a  State  may  elect  to  cover 

is  individuals  who  would  be  eligible  for  AFDC  if  their  work-related  child 
care  costs  were  paid  from  their  earnings  rather  than  by  a  State  agency  as  a 

Statis'th^'n'J'^r  ^'l         435.220).     This  option  is  appropriate  only  for  thos 
States  that  deduct  work-related  child  care  costs  from  income  to  determine  the 
amount  of  AFDC.    Fifteen  States  include  this  optional  group  in  tSLrTtate  pLn 
accounting  for  58.3  percent  of  total  non-cash  AFDC  recipients. 

who  "^^^llV  \  optional  eligibility  group  -  Individuals 

T^h/?!;    1      ^^^8^^^^  ^^'^  A^DC  if  coverage  under  the  State's  AFDC  plan  included 
individuals  whose  coverage  under  Title  IV-A  is  optional  (42  CFR  435.223).  For 
example,  Medicaid  may  be  provided  to  members  of  families  with  an  unemployed 
parent  even  though  AFDC  is  not  available  to  them  under  the  State's  AFDC  plan. 
Twelve  States  provide  Medicaid  to  families  with  unemployed  parents  under  this 
option.    Those  12  States  account  for  36.8  percent  of  total  non-cash  AFDC 
recipients.    The  State  agency  may  also  provide  Medicaid  to  other  individuals 
who  would  be  eligible  for  AFDC  if  the  State's  AFDC  plan  did  not  contain 
eligibility  requirements  more  restrictive,  or  in  addition  to,  those  required 
under  Title  IV-A.     Only  Wisconsin  includes  such  individuals  in  their  Medicaid 
State  plan,  accounting  for  2.6  percent  of  total  non-cash  AFDC  recipients. 
Wisconsin  reported  that  "other"  referred  to  pregnant  women  with  no  other 
eligible  children. 

A  final  group  of  AFDC  optional  recipients  includes  individuals  under  age 
^ip''A?."?^i^  ^%^li8i*'l^         AFDC  but  do  not  qualify  as  dependent  children  (42 
CFR  435.222).     States  can  elect  to  either  cover  all  such  children  including 
the  unborn,  all  such  excluding  the  unborn,  or  any  number  of  reasonable  classifi 
cations  of  such  children.     These  categories  of  recipients  are  displayed  on 
Table  9  with  eight  examples  of  reasonable  classifications  and  one  catchall 
category  listed.    The  State  may  provide  Medicaid  to  individuals  under  age  21 
or  under  age  20,  19,  or  18. 

Thirteen  States  include  all  reasonable  classifications  of  individuals, 
including  the  unborn,  under  age  21  (20,  19,  18)  who  do  not  qualify  as  dependent 
children.     Those  13  States  account  for  49.3  percent  of  total  non-cash  AFDC 
recipients.     Thirteen  States  include  all  reasonable  classifications  of  individ- 
uals under  age  21  (20,  19.  18)  who  do  not  qualify  as  dependent  children. 
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However,  they  do  not  include  unborn  children.  The  13  States  account  for  21.9 
percent  of  total  non-cash  AFDC  recipients. 


The  remaining  23  States  cover  from  none  (Wyoming)  to  up  to  eight  (Colorado 
and  Washington)  of  the  nine  reasonable  classifications  of  individuals  under 
age  21  who  do  not  qualify  as  dependent  children.    Unborn  children  are  covered 
as  a  "reasonable  classification"  in  four  States  (Hawaii,  Nebraska,  Rhode 
Island,  and  South  Dakota)  which  account  for  1.2  percent  of  total  AFDC  non-cash 
recipients. 

If  a  public  agency  assumes  full  or  partial  financial  responsibility 
for  individuals  in  foster  homes  or  private  institutions,  it  may  provide 
Medicaid  coverage  to  those  individuals.    Thirty  States  provide  Medicaid 
coverage  to  individuals  in  foster  homes  for  whom  a  public  agency  is  assuming 
full  or  partial  financial  responsibility.    Twenty-six  States  provide  Medicaid 
coverage  to  individuals  in  private  institutions  for  whom  a  public  agency  is 
assuming  full  or  partial  financial  responsibility.     In  addition,  if  the  State 
covers  individuals  supported  by  the  public,  it  may  cover  individuals  of  the 
same  age  placed  in  foster  homes  by  the  public,  it  may  cover  individuals  of  the 
same  age  placed  in  foster  homes  or  private  Institutions  by  private  non-profit 
agencies.    Fourteen  States  provide  Medicaid  coverage  for  such  individuals. 

Individuals  in  adoptions  subsidized  in  full  or  in  part  by  a  public  agency 
may  be  covered  as  a  reasonable  classification.    Twenty-two  States  have  chosen 
to  cover  this  group.     Individuals  in  ICFs,  if  ICFs  are  included  in  the  State 
plan,  can  be  covered  as  a  reasonable  classification.     Sixteen  States  have 
elected  to  cover  institutionalized  individuals  in  ICFs.    If  the  State  covers 
these  individuals,  it  may  also  provide  Medicaid  to  individuals  in  ICF-MRs  and 
15  of  these  States  have  chosen  to  do  so.    If  inpatient  psychiatric  services 
for  individuals  under  age  21  are  provided  under  the  plan,  then  individuals 
under  age  21  receiving  active  treatment  as  inpatients  in  psychiatric  facilities 
or  programs  can  be  included  as  a  reasonable  classification.    Eleven  States 
have  elected  to  cover  this  reasonable  classification.  Additionally,  other 
defined  groups  may  be  included  in  the  State  plan.     Groups  such  as  children 
(only)  in  families  with  unemployed  parents  and  children  in  private  child 
caring  institutions  have  been  defined  and  extended  Medicaid  coverage.  Six- 
teen States  have  elected  to  include  at  least  one  "other  defined  group"  as  a 
reasonable  classification. 

Note  that  in  eight  States  the  age  of  the  recipients  varies  by  eligibility 
category.    Three  States  (Alabama  -  age  18  including  the  unborn;  Idaho  -  age  19 
if  in  school,  excluding  the  unborn;  Wisconsin  -  age  18  including  the  unborn) 
have  elected  to  cover  certain  reasonable  classifications  of  individuals  who 
are  older  (Alabama  -  age  21;  Idaho  -  age  21;  Wisconsin  -  age  19).     In  Indiana, 
all  such  individuals,  excluding  the  unborn,  under  age  21  are  covered.  However, 
certain  reasonable  classifications  of  individuals  are  covered  only  until  they 
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reach  age  18.  Those  individuals  had  been  living  in  foster  homes  or  private 
institutions  or  were  placed  by  private  nonprofit  agencies  or  were  adoptions 

I  agencies  and  when  they  moved  from  those  living  arrangements 

the  individuals  were  no  longer  covered.     In  four  other  States  (Missouri. 
Nebraska,  North  Carolina,  Washington)  who  do  not  include  all  reasonable 

""f  rif^f!""^?"^'  variations  occur  under  certain  reasonable  classifications 

ot  individuals. 


SSI  Optional  Eligibility 

A  State  may  provide  Medicaid  to  individuals  who  would  be  eligible  for  SSI 
c^R^^-^?^?^n^^^  ^^^""^  supplement  but  who  are  not  receiving  these  benefits  (42 
CFR  ^35.210).    Twenty-five  States  have  elected  to  cover  this  optional  group 
and  those  25  States  account  for  47.9  percent  of  the  total  SSI  non-cash  recipients 
as  seen  on  Table  10. 

Some  States  pay  only,  an  optional  State  supplement  to  individuals.  That 
supplement  program  must  be: 


•  Based  on  need  and  paid  regularly  in  cash; 

•  Equal  to  the  difference  between  the  individual's  countable 
income  and  the  income  standard  used  to  determine  eligibility 
for  supplement;  and 

•  Available  to  all  Individuals  in  the  State. 

Individuals,  in  one  or  more  of  the  following  classifications,  who  receive 
only  an  optional  State  supplement  and  who  would  be  eligible  for  SSI  except  for 
the  level  of  their  income  may  be  provided  Medicaid: 

•  All  aged  individuals; 


•  All  blind  individuals; 

•  All  disabled  individuals; 

•  Only  aged  individuals  in  domiciliary  facilities  or  other  group 
living  arrangement  as  defined  under  SSI; 

•  Only  blind  individuals  in  domiciliary  facilities  or  other  group 
living  arrangement  as  defined  under  SSI; 

•  Only  disabled  individuals  in  domiciliary  facilities  or  other 
group  living  arrangement  as  defined  under  SSI; 

•  Individuals  receiving  a  Federally  administered  optional  State 
supplement;  and 


•    Individuals  in  additional  classifications  specified  by  the 
Secretary  for  Federally  administered  supplementary  payments 
under  20  CFR  416.2020(d). 
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Table  10  displays  the  States  that  cover  each  of  the  above  eight  optional 

UTtl:.      It^^t  ""'"'"^  ''^'^  supplement  payments    SSP)  are  c'Led  by 

recici^n^,      ^„  accounting  for  64.3  percent  of    otal  SSI  non-cash 

toS^^T  ^^^^^^  all  blind,  accounting  for  68.1  percent  of 

4  percenr^r^otaTsli'"''  accounting  for 

percent  ot  total  SSI  non-cash  recipients. 

qo„^^,^^"^  States  (Indiana,  Kentucky,  Maine,  Maryland,  North  Carolina  Ohio 

"ing  in°gr::;  li^i'L^^'^'^*  ^''^'^  ll^  alsllllk 

i7  Sroup  living  arrangements.     Iowa  and  Missouri  cover  the  aged  and 

tirsi^p  ;?r?o^"2sL%"r?r5ri  iir  ''^'^^  --^-nt:  :i:\:r..., 

Nine  StaLs^over  th"e  lll'^r.\^o.l^^^^^^^^^  ^^J^^l^l 

disabLdIn  .r'  recipients.     Eleven  States  cover  the  aged  and 

disabled  in  group  living  arrangements  and  account  for  20.0  percent  of  total  SSI 

rec;i:iL'rF'H  "r.''""  ^"^''^^  "^^^^^^^  '°  indiv^Ll 

receiving  a  Federally  administered  optional  State  supplement,  accounting  for 

Mi;hir'"  recipients.    Three  States  -  CaliforSa, 

ficaM«n:  ^°  iodividuals  in  additional  lassi- 

liZlnrT  ^''^         Secretary  for  Federally  administered  supplementary 

payments  and  those  States  account  for  23.6  percent  of  total  SSI  non-cash 

^'^Jf  rr*  administered  State  supplements  vary  by  political 

onf    ?hese li^i'L  J"'"  Illinois,  Minnesota.  New  York,  VeLont!  and  S^shing- 

Jents.  ^^'^  °^  SSI  non-cash  recip- 

Special  categories  of  institutionalized  individuals  may  also  be  included 

in  ?fMnTX^^!f^K  ''''  ^  State  may  provide  Medicaid  to  individuals 

in  Title  XIX  reimbursable  medical  institutions  and  intermediate  care  facilities 
Who  are  ineligible  for  SSI/SSP  because  of  lower  income  standards  under  tJese 
programs  to  determine  eligibility  for  institutionalized  individuals.  Those 
^42  ^^^43?  2nt  SSI/SSP  if  they  were  not  institutionalized 

C*^  CFR  4J5.211).     If  the  agency  provides  Medicaid  to  these  individuals,  it 
may  also  elect  to  cover  aged,  blind,  and  disabled  individuals  in  institutions 
who  have  income  below  a  level  specified  in  the  plan  (42  CFR  435.231)  Fo^ty 
TnTilV,  64.2  percent  of  total  SSI  non-cash  recipients,  cover 

individuals  ineligible  for  SSI/SSP  due  to  institutional  status!  Twe;ty-n"e 
inllll  '^'''^""^i!        institutions  who  are  eligible  under  a  special 

income  dollar  level.     The  specific  dollar  level  of  each  State  is  listed  on 
Table  11  and  ranges  from  $565  in  Delaware  to  $942  in  19  States  yielding  a 
simple  average  of  $874.  y-Lexaxng  a 

One  group  of  Individuals  can  be  covered  as  an  SSI  optional  eligibility 

J^?         1  O^lbus  Reconciliation  Act.     A  State  may  provide  Medicaid 

ut  onlufed      n  J''"'!  ^  ^P"'"^  ^^""^  ^^^^^  provided'they  are  Lti- 

tutionallzed.    Under  the  waiver,  these  individuals  would  be  eligible  even 

Jor  aS  llTi  "^he  community.    As  of  March  31,  1984,  42  States  had  applied 

for  and  had  been  granted  a  waiver  under  Section  2176  for  home  and  community-based 
care  thus  making  this  group  of  individuals  eligible  to  receive  Medicaid. 
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As  a  result  of  the  TEFRA  1982  (PL  97-248)  provisions,  optional  Medicaid 
coverage  was  extended  to  certain  disabled  children,  age  18  or  under,  living  at 
home  who  would  be  eligible  If  In  a  medical  Institution.    Fifteen  States  have 
chosen  to  extend  coverage  to  these  Individuals.    Those  15  States  account  for  34.2 
percent  of  total  SSI  non-cash  recipients. 

State  Supplementation  Programs 

The  SSI  program  became  effective  January  1,  1974,  and  replaced  the  previous 
programs  for  the  aged,  blind,  and  disabled  In  all  States.    The  new  title  (Title 
XVI)  established  nationwide  eligibility  standards  and  requirements  and  expanded 
the  definition  of  disability  to  Include  individuals  under  age  18.     It  also 
provided  for  State  supplements  to  the  Federal  SSI  benefit. 

States  that  had  been  making  higher  payments  to  individuals  under  the 
previous  program  of  cash  assistance  were  required  to  pay  the  difference  between 
the  SSI  benefit  and  the  previous  payment  (42  CFR  435.1).    There  are  34  States, 
accounting  for  59.4  percent  of  the  total  nvimber  of  Medicaid  recipients,  that  are 
required  to  pay  mandatory  State  supplements  (see  Table  12). 

States  may  also  pay  optional  State  supplements  for  "basic"  needs  and/or 
for  "special"  needs.     In  general,  "basic"  needs  are  defined  to  be  recurring 
monthly  expenses,  primarily  food,  shelter,  clothing,  utilities,  and  dally 
living  necessities.     "Special"  needs  refer  to  emergency  or  special  conditions 
requiring  additional  assistance  not  provided  through  SSI  or  optional  SSP  for 
basic  needs.     Such  items  as  disaster  benefits,  burial  expenses,  additional 
subsidies  for  institutional  care,  and  moving  expenses  are  in  this  category. 
These  optional  State  supplements  may  be  paid  to  all  aged,  blind,  and  disabled 
SSI  or  only  to  reasonable  classifications  (e.g.,  aged).    Twenty-seven  States, 
accounting  for  69.6  percent  of  the  total  number  of  Medicaid  recipients,  paid 
optional  State  supplements  for  basic  needs  to  at  least  some  SSI/SSP  recipients. 
Eighteen  States,  accounting  for  43.9  percent  of  the  total  number  of  Medicaid 
recipients,  paid  optional  State  supplements  for  special  needs  to  at  least  some 
SSI/SSP  recipients. 

Table  13  displays  the  total  monthly  combined  Federal/State  payment  levels 
to  recipients  with  no  countable  income  and  no  special  needs.    The  Federal 
payment  level  in  March  1984  was  $314  for  individuals  and  $472  for  an  eligible 
couple  living  Independently  with  no  countable  income  or  resources.    The  State 
payment  level  for  mandatory  payments  varies  as  to  the  December  1973  Income 
level  of  the  aged,  blind,  and  disabled.    The  State  optional  payment  may  vary 
by: 

•  Categorical  group  (aged,  blind,  disabled); 

•  Geographic  variations;  and 

•  Living  arrangements. 
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TABLE  12 


3/31/84 


STATE  SUPPLEMENTATION  PROSRAMS  FOR  THE  A6ED,  BLIND,  AND  DISABLED 


STATE 


ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
OIST  COLUMBIA 
FLORIDA 
SEORSIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
X  RECIPIENTS 
FOR  CATEGORY 


MANDATORY 
STATE 
SUPPLEMENTS 

X 
X 
X 


OPTIONAL  STATE 
SUPPLEMENTS  FOR 
BASIC  NEEDS 


OPTIONAL  STATE 
SUPPLEMENTS  FOR 
SPECIAL  NEEDS 


X 
34 
59.4 


X 
X 

27 
69.6 


X 
X 

X 
X 
X 
X 


X 
X 
X 

X 

X 


18 
43.9 
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TABLE  13 


3/31/84 


STATE  SUPPLEMENTATION  PR06RANS  FOR  THE  AGED,  BLIND,  AND  DISABLED 

TOTAL  MONTHLY  COMBINED  FEDERAL/STATE  PAYMENT  LEVELS  TO 
RECIPIENTS  WITH  NO  COUNTABLE  INCOME  AND  NO  SPECIAL  NEEDS 

INDIVIDUAL  LIVING  INDEPENDENTLY    COUPLE  LIVING  INDEPENDENTLY 


STATE 

ALABAMA 
ALASKA 
ARKANSAS 
CALIFORNIA 
COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA  # 
GEORGIA 

HAWAII 
IDAHO 
ILLINOIS 
INDIANA 
IOWA 

KANSAS 
KENTUCKY 
LOUISIANA 
MAINE 
MARYLAND 

MASSACHUSETTS 
MICHIGAN 
MINNESOTA 
MISSISSIPPI 
MISSOURI 

MONTANA 
NEBRASKA 
NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO  t 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA  • 

S  DAKOTA 
TENNESSEE 
TEXAS 
UTAH 
VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

SIMPLE  AVERAGE 

♦  RESIDENTIAL  CARE  FACILITY 

♦f  BOTH  BLIND  FOR  COUPLE  LIVING  INDEPENDENTLY 

••t  DATA  NOT  REPORTED  OR  NOT  AVAILABLE 

••••  DEPENDENT  ON  NEED  AND  INCOME 
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BLIND 


CONNECTICUT,  FLORIDA,  MINNESOTA, 
PORTED  VARIABLE  PAYMENT  LEVELS. 


MISSOURI,  OHIO,  AND  SOUTH  DAKOTA  RE- 
THE  HIGHEST  LEVEL  IS  LISTED  IN  THE  TABLE. 
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The  highest  payment  levels  were  for  California,  Alaska,  and  Ohio  while  17  States 

report  the  Federal  payment  levels  of  $314  and  $472.    The  exhibit  below  displays 

the  range  and  the  absolute  difference  of  the  total  combined  Federal/State  payment 
levels.  ^  ' 


Individual 

Living 

Independently 

Couple 

Living  Independently 

Aged 

Blind 

Disabled 

Aged 

Blind 

Disabled 

Highest 
Levels 

$566 
(AK) 

$566 
(AK) 

$566 
(AK) 

$900 
(OH) 

$1,041 
(CA) 

$900 
(OH) 

Federal 
Levels 

$314 

$314 

$314 

$472 

$472 

$472 

Difference 

$252 

$252 

$252 

$428 

$569 

$428 

Simple  Avg. 

$353 

$355 

$350 

$533 

$544 

$527 

MEDICALLY  NEEDY 

The  medically  needy  program  is  a  very  important  option  that  can  be  exer- 
cised under  the  Medicaid  program  (42  CFR  435.300).    The  general  intent  of  the 
medically  needy  option  is  to  accommodate  individuals  who  meet  all  criteria  for 
categorically  needy  assistance  with  the  exception  of  Income  and  who  have  incur- 
red relatively  large  medical  bills.     Since  1969,  the  medically  needy  income 
standards  have  been  limited  to  133  1/3  percent  of  the  maximum  assistance  pay- 
ments for  similarly  sized  families  under  AFDC  in  a  given  State.    That  is, 
families  whose  monthly  incomes  are  between  the  AFDC  payment  standard  and  133  1/3 
percent  of  that  standard  are  eligible  for  assistance  as  medically  needy. 

Through  the  spend-down  provision,  individuals  or  families  can  become 
eligible  for  Medicaid  under  the  medically  needy  program  if  they  have  income 
above  the  133  1/3  percent  level  but  have  high  medical  expenses  which  reduce 
income  below  the  medically  needy  maximum.    The  1981  Amendments  gave  the  States 
the  flexibility  in  determining  what  categorical  groups,  e.g.,  the  aged,  or  the 
blind,  or  the  disabled,  would  be  eligible  for  Medicaid  as  medically  needy.  The 
States  may  now  elect  to  cover  some  groups  and  not  others. 

Table  14  indicates  the  31  States  (Oregon  has  adopted  the  program  in  the 
past  year)  which  have  medically  needy  programs,  the  spend-down  time  period 
(months),  and  the  allowable  resources  and  protected  income  levels  for  the 
medically  needy  by  number  of  family  members  by  State.    The  spend-down  time  period 
ranges  from  one  month  in  California,  North  Dakota,  Hawaii,  and  Utah  to  twelve 
months  in  Maine.    Thus,  the  average  spend-down  time  period  for  all  medically 
needy  States  is  approximately  five  months.    Note  that  five  States  have  variable 
spend  down  time  periods  that  are  between  one  and  six  months  generally.  These 
spend  down  time  periods  are  at  applicants'  option  in  one  State,  one  month  for 
institutionalized  in  one  State,  and  variable  to  coincide  with  eligibility 
review  dates  in  other  States. 
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TABLE  14 

MEDICALLY  NEEDY:     FINANCIAL  CRITERIA 


3/31/S4 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GE0R6IA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 


MONTANA 

NEBRASKA 

NEVADA 

NEW  HANPSHIREtf* 
NEH  JERSEY 

NEW  MEXICO 
NEH  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
SIMPLE  AVERAGE 


PRESENCE  OF 
MEDICALLY 
NEEDY 
PROGRAM 


SPEND  DOWN 
TIME  PERIOD 
(IN  MONTHS) 


ALLOWABLE  RESOURCES 


PROTECTED  INCOME 


ONE 
PERSON 


TWO 
PERSON 


FOUR 
PERSON 


ONE 
PERSON 


TWO 
PERSON 


FOUR 
PERSON 


X 
X 

3 

I 

»1 ,soo 

»l ,500 

J2,250 
»2,250 

»2,450 
$2,400 

$175 
$331 

$183 
$544 

$258 
$801 

X 

6 

<1 ,500 

52,250 

$2,450 

$342 

$467 

$625 

X 

o 

>2 , 300 

t2,600 

$2,800 

#• 

#♦ 

ft 

X 

1 

«1 ,500 

«2,230 

$2,750 

$300 

$400 

$550 

X 

6 

«1,500 

S2,250 

$2,350 

$238 

$250 

$368 

X 
X 
X 
X 

X 

6 

T  . 
w 

3 

12 
6 

»1 ,500 
> 1 ,300 
»1 ,500 
»1 ,300 
»2,500 

»2,250 
»3,000 
»2,250 
»2,250 
J2,600 

$2,250 
$3, 100 
$2,300 
$2,250 
$2,800 

$315 
$183 
$167 
$270 
$267 

$410 
$217 
$192 
$325 
$309 

$430 
$317 
$317 
$433 
1392 

X 
X 
X 

6 
6 
h 

»2,000 
»1 ,500 
<3,000 

»3,000 
12,250 
*6,000 

$3,200 
$2,650 
$6,400 

$333 
$333 
$328 

$425 
$475 
$412 

$445 
$492 
$583 

X 
X 

3 

6t 

<1 ,500 
tt ,500 

12,250 
*2,250 

$2,450 
$2,300 

$314 
$375 

$375 
$373 

$425 
$525 

X 

6 

<2,300 

<4,000 

$4,200 

$252 

$306 

$362 

X 
X 
X 

6 
6 
I 

$2,750 
$1,500 
SB, 000 

$4,300 
$2,230 
$9,300 

$5,400 
$2,450 
$9,530 

$375 
$183 
$265 

$550 
$242 
$385 

$567 
$300 
$530 

X 
X 
X 
X 

6* 

6 
6 

6t 

$1,300 
$1,300 
$2,400 
$4,000 

$2,250 
$2,250 
$3,200 
$6,000 

$2,430 
$2,350 
$3,800 
$6,200 

$242 
*• 

$350 
$383 

$292 
»♦ 
$367 
$425 

$467 
f  * 
$458 
$600 

X 

3 

$1,500 

$2,250 

$2,450 

$117 

$135 

$205 

X 
X 

1 

6* 

$1,300 
$1,300 

$2,250 
$2,250 

$2,375 
$2,550 

$285 
$367 

$381 
$569 

$554 
$622 

X 
X 
X 
X 

6 

6t 

6 

6 

$1,300 
$1,300 
$1,300 
$1,300 

$2,250 
$2,250 
$2,250 
$2,250 

$2,450 
$2,400 
$2,330 
$2,530 

$258 
$343 
$200 
$414 

$317 
$493 
$225 
$583 

$367 
$531 
$275 
$720 

!1 

3 

$2,021 

$2,950 

$3,175 

$286 

$367 

$466 

» 


THERE  ARE  EXCEPTIONS  TO  THIS  TIME  PERIOD 
ISE^SSIIS  DATA  NOT  AVAILABLE  OR  NOT  REPORTED 

^^^^^^^iM^^^i^  i^sv^ 
i^^'Vnk  i^bs^iNSss^E^rLiw^ErriisrE? '''''''' '''' '''''' ''''''''' 

aK'i;L^f°l?°EI§TiS"°'^'''*  '''^  RSNs'illSR  ALLOWABLE  RESOURCES.     THE  HI8HEST 
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There  are  three  general  Federal  requirements  for  the  medically  needy 
""^TVtl  standards.    The  standards  must  be:     based  on  family  size,  uniform  for 

Individuals  in  a  group,  and  reasonable.     The  allowable  resource  standards 
are  highest  in  North  Dakota  with  $8000.  $9500.  and  $9550  for  one,  two,  and  four 
persons  respectively  and  lowest  in  Kansas  and  Maine  with  $1500,  $2250,  and  $2250 
for  one,  two,  and  four  persons  respectively.    The  average  allowable  resources  in 
medically  needy  States  are  $2021.  $2950,  and  $3175  for  one,  two.  and  four 
persons  respectively. 

The  State  plan  must  specify  the  income  standards  for  each  covered  medically 
needy  group  and  those  standards  must  be  based  on  family  size  and  uniform  for 
all  individuals  in  a  covered  group,  in  addition  to  the  FFP  requirements  of  not 
exceeding  133  1/3  percent  of  the  AFDC  payment.    The  range,  difference,  and 
average  protected  income  level  for  one.  two,  and  four  persons  is  displayed  in 
the  exhibit  below: 

Monthly  Protected  Income  Level 


One  Person 


Two  Persons 


High 


Low 


Difference 

Simple  Avg. 
All  States 


$414 
(Wisconsin) 

$117 
(Tennessee) 

$297 

$286 


$583 
(Wisconsin) 

$135 
(Tennessee) 

$448 

$367 


Four  Persons 


$801 
(California) 

$205 
(Tennessee) 

$596 

$466 


This  exhibit  shows  the  wide  variance  in  the  protected  income  level  by  size  of 
family  among  the  States. 


If  a  State  chooses  the  medically  needy  option,  the  agency  must  provide 
Medicaid  to  (42  CFR  435.301): 


•  All  pregnant  women  during  the  course  of  their  pregnancy  who, 
but  for  income  and  resources,  would  be  eligible  for  Medicaid 
as  categorically  needy; 

•  All  individuals  or  reasonable  classifications  of  those  individuals 
under  age  21  (or,  under  age  20,  19,  18)  who  meet  the  income  and 
resource  standards  as  medically  needy;  and 

•  Blind  and  disabled  individuals  eligible  in  December  1973. 
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Pregnant  women  are  covered  by  all  31  States  offering  a  medically  needy  program 
as  required  by  law  (Table  15).     This  group  includes  pregnant  women  who  wou!d 
have  been  eligible  for  AFDC  or  for  one  of  the  other  casS  assistance  progrL 
except  for  income  and  resources.     All  individuals  or  reasonable  classifications 
of  individuals  under  age  21  (or,  at  State  option,  under  age  20,  19    or  18)  who 
are  not  AFDC  recipients  must  be  provided  for  in  some  manner.    Note'that  States 
have  the  discretion  to  target  assistancse  by  providing  age  range  and  reasonable 
Classification  choices  of  individuals  under  age  21  (42  CFR  435.308).  Fifteen 
of  the  31  medically  needy  States  elected  to  cover  all  such  individuals- 
three  States  electing  "under  age  18",  and  twelve  States  electing  "under  age 

Sixteen  States  elected  to  cover  reasonable  classifications  of  individuals 
under  age  21  (or,  at  State  option,  under  age  20,  19,  or  18).  Examples  of 
reasonable  classifications  are: 

•  Individuals  in  foster  homes  or  private  institutions  for  whom 

a  public  agency  is  assuming  full  or  partial  financial  responsi- 
bility.    If  the  agency  covers  these  individuals,  it  may  also 
provide  Medicaid  to  individuals  placed  in  foster  homes  or 
private  institutions  by  private  non-profit  agencies; 

•  Individuals  in  adoptions  subsidized  in  full  or  in  part  by  a 
public  agency; 

•  Individuals  in  ICFs  and,  if  those  individuals  are  covered, 
the  State  may  also  provide  Medicaid  to  individuals  in  ICF-MRs- 
and  ' 

•  Individuals  receiving  active  treatment  as  inpatients  in 
psychiatric  facilities  or  programs,  if  inpatient  psychiatric 
services  for  individuals  under  21  are  provided  under  the  plan. 

If  Medicaid  is  provided  to  any  individual  in  a  group  specified  above.  Medicaid 
must  be  provided  to  all  Individuals  eligible  to  be  members  of  that  group. 
Note  that  in  four  States  the  age  of  the  recipients  varies  by  eligibility 
category.    Nebraska,  Tennessee,  Virginia,  and  Wisconsin  have  chosen  to  cover 
selected  classifications  of  individuals  under  21,  and  other  classifications 
under  18  or  19. 

If  the  State  provides  Medicaid  to  the  medically  needy,  it  must  provide 
coverage  for  blind  and  disabled  individuals  eligible  in  December  1973  (42  CFR 
435.340).    These  individuals  must  meet  all  current  requirements  for  Medicaid 
eligibility  except  the  blindness  or  disability  criteria,  and  were  eligible  as 
medically  needy  in  December  1973  as  blind  or  disabled,  and  for  each  consecutive 
month  after  December  1973  have  continued  to  meet  the  December  1973  eligibility 
criteria.    Thirty-one  medically  needy  States  are  shown  providing  this  coverage 
on  Table  15. 
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TABLE  15 


3/31/84 


nCOICRLLV  MEEOV:     ELICIBILirv  CKITEKIN 


PRESENCE  OF 
nCOICRLLV 
NEEOV 


rREGNRHr 


iNoii/iounLS 

UHOER  RGE: 


KERSONABLE 


CWtErmcER 


U) 

tn 


STHTE 

ntOGMMI 

uoncN 

CLRSsiFicnriONS 

RELRril'ES 

RGEO 

RLRBmm 

- 

- 

- 

- 

- 

- 

M-RSKfi 

— 

- 

- 

- 

MtKiWSftS 

K 

M 

18 

M 

K 

CnLIFORNin 

M 

M 

21 

M 

M 

COLOKflOO 

~ 

coNNccricur 

K 

K 

21 

- 

K 

K 

DCLMIMCE 

— 

— 

— 

DISr  COLUnBlH 

H 

K 

21 

K 

K 

~ 

H 

M 

- 

19 

- 

K 

¥11  Viiill  c 

H 

n 

19 

M 

K 

~ 

— 

■  tM4n 

KANSAS 

M 

K 

- 

21 

M 

X 

II 

u 

n 

lO 
\w 

H 

K 

LOUISIWM 

H 

N 

21 

K 

M 

nniNc 

M 

M 

21 

M 

K 

nMtVLRNO 

K 

M 

21 

M 

K 

imssiicHusErrs 

K 

M 

21 

K 

K 

nicHtsm 

H 

K 

21 

M 

K 

niNNCsorR 

M 

K 

21 

H 

M 

nississim 

nissouRi 

iMMrnNH 

K 

K 

21 

K 

K 

NEBimsKn 

H 

K 

2lM 

M 

H 

NEvnon 

NEH  HWirSHIKE 

K 

M 

IB 

K 

M 

NEU  JEKSeV 

NEU  nEKICO 

BLIND  DISABLED 


NCU  fOKK 
N  CMtOLINR 
N  OflKOrR 
OHIO 

OKLfMOnn 
OREGON 
PENNSVLVflNin 
RHODE  ISLRNO 
S  CMtOLINR 

S  OflKOTR 

TENNESSEE 

TEHRS 

urm 

VCRtlONr 

VIRGINIH 
IMSHINGrON 
H  VIRGINin 
UISCONSIN 

uvoniNC 


rornL  srRrEs 

Z  RECIPIENrS 
FOR  CnrEGORV 


H 
M 
M 


M 
K 
K 
H 


M 
H 

K 
M 
M 
M 


M 
M 
N 


K 
M 
M 
M 


M 
K 

M 
H 
H 
K 


21 
21 


21 
M 
21 


18 

21 


IV 


19 


2lH 


21ii 
21 
18 
21> 


M 
M 
K 


M 
K 


K 
M 


H 
N 


31  31  19  16 

100  lOO  80.3  19.7 

21  roK  sonc  CLnssiricRnoNS,  ib  or  i9  for  others 


26 
«6.B 


K 
M 
H 


K 
M 


K 
M 

M 
H 
H 
N 


29 
99.8 


X 
K 


K 


K 
K 
K 
K 
H 

K 
K 
H 


N 
N 


M 
M 
M 


M 
M 


N 
M 

H 
M 
M 
H 


29 
99.8 


K 
K 


K 
K 


N 
H 
M 
K 
K 

K 
M 
K 


N 
K 


K 
M 
M 


N 
H 


N 
K 

M 
N 
K 
N 


29 
99.8 


BLIND  RNO  DISRBLEO  UHO  nEET  CURRENT 
ELIGIBILlrv  REOUIREnENTS  ENCCPT  FOR 
BLINDNESS  OR  OISRBILITV  CRITtRIR  m«) 
MERE  ELIGIBLE  RS  HEOICRLLV  KEEOV  IN 
DEC   73  RNO  FOR  ERCH  nONTH  THCRERFTER 


K 
K 


K 
K 
K 
K 
K 

K 
K 
M 


M 
M 


K 
M 
N 


K 
M 
N 
K 


M 
N 

M 
M 
N 
H 
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A  medically  needy  State  may,  at  Its  own  option,  elect  to  cover  any  of  the 
following  groups  of  individuals: 

•  Caretaker  relative  (42  CFR  435.310); 

•  Aged  (42  CFR  435.320); 

•  Blind  (42  CFR  435.322);  and 

•  Disabled  (42  CFR  435.324). 

Caretaker  relatives  are  those  who  meet  the  definition  of  caretaker  relative 
and  have  in  their  care  an  individual  who  is  determined  to  be  dependent  (42 
CFR  435.310).    Twenty-six  of  the  31  medically  needy  States  have  elected  to 
cover  this  group.    The  26  States  account  for  96.8  percent  of  the  total  medically 
needy  recipients. 

Aged,  blind,  and  disabled  individuals  are  covered  by  29  medically  needy 
States.    Tennessee  and  Oregon  did  not  report  data  for  these  groups.    The  29 
States  account  for  99.8  percent  of  the  total  number  of  medically  needy  recip- 
ients. 


36 


Chapter  3 
SERVICE  COVERAGE  AND  LIMITATIONS 


Federal  regulations  pertaining  to  Medicaid  mandate  that  certain  basic 
services  be  offered  to  all  categorically  needy  persons.    These  services 
include  physician  services,  inpatient  hospital  services,  outpatient  hospital 
services,  rural  health  clinic  services,  other  laboratory  and  x-ray  services, 
skilled  nursing  facility  services  for  individuals  21  years  of  age  and  older, 
EPSDT,  family  planning  services  and  supplies,  home  health  services,  and 
nurse-midwife  services.     States  can  also  provide  any  number  of  certain  addi- 
tional services  specified  in  the  Federal  regulations. 

Each  service  must  be  sufficient  in  amount,  duration,  and  scope  to  reason- 
ably achieve  its  purpose.    The  State  plan  must  provide  that  the  services 
obtainable  by  any  individual  in  the  categorically  needy  group  are  equal  in 
amount,  duration,  and  scope.    The  State  plan  must  also  provide  that  the 
services  available  to  any  categorically  needy  recipient  under  the  plan  are  not 
less  in  amount,  duration,  and  scope  than  those  services  available  to  a  medically 
needy  recipient.     Certain  limitations  are  specified  in  some  cases.  For 
example,  SNF  services  in  an  institution  for  mental  diseases  are  limited  to 
persons  65  years  of  age  or  older.     States  receive  Federal  Financial  Participation 
(FFP)  for  the  basic  services  as  well  as  the  services  covered  at  State  option. 

LIMITATIONS  ON  MANDATORY  SERVICES 

Tables  16-31  display  limitations  on  mandatory  services  for  the  categori- 
cally needy  by  service.    A  unique  schema  for  classifying  groups  of  limitations 
has  been  developed  for  this  study  for  each  type  of  service  and  is  based  upon 
limitations  as  delineated  in  State  Plans.    This  presents  two  complications 
which  the  reader  should  note:  (1)  There  are  differences  within  categories. 
For  example,  "limited  number  of  visits/year"  varies  by  setting,  by  type  of 
illness,  whether  the  limit  is  included  in  a  larger  category  encompassing  all 
physician  visits,  and  per  recipient  or  per  recipient  by  hospital  basis. 
Whenever  possible  the  detailed  information  will  be  presented  in  the  discussion 
or  footnoted  to  overcome  this  complication.     (2)  Certain  categories  for  one 
service  will  overlap  or  be  the  same  as  categories  for  another  service.  For 
example,  "limits  on  sterilization  services"  is  a  category  for  three  mandatory 
services:     inpatient  hospital  services,  outpatient  hospital  services,  and 
family  planning  services. 

Some  limitations  on  services  specified  by  States  were  strictly  those 
mandated  by  Federal  regulations.     For  purposes  of  this  discussion,  we  have  tried 
to  note  only  those  limitations  which  are  over  and  above  those  imposed  by  Federal 
regulations.     Therefore,  the  category  "No  Limits"  means  that  a  State  imposed  no 
further  restrictions  in  addition  to  those  required  by  Federal  law  for  a  parti- 
cular service. 
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Thi.  u  ff^""  K    ^^''^  ""^^^^        ^^^''^'^  ""^^  US  $  for  category." 

This  line  usually  shows  the  percent  of  dollars  expended  for  that  particular 

of^irj.v  services  this  information  was  not  available  (either  because 

of  the  way  expenditures  were  reported  or  because  of  questionable  data).  In 

not::  :r:u;h'J;  ?hr::xt?'  °'  expenditures  Will  be  Shown  and 

Inpatient  Hospital  Services 

in  a  Jo«nJi!rf''°'?i'^'  services  refer  to  services  that  are  ordinarily  furnished 
in  a  hospital  for  the  care  and  treatment  of  an  inpatient.    The  facility  is  one 

other  than  tuberculosis  or  mental  diseases. 

"''^'^^  general  Federal  limitations  on  inpatient  hospital 
llTloy.  applicable  to  all  States  with  Medicaid  programs  (42  CFR 

•    The  facility  must  be  licensed  or  formally  approved  as  a 
hospital  by  an  officially  designated  authority  for  State 
s  tandard-s  et  t ing ; 


The  facility  must  meet  the  requirements  for  participation 


in  Medicaid; 

•  The  care  and  treatment  of  inpatients  must  be  under  the 
direction  of  a  physician  or  dentist;  and 

•  The  facility  must  have  in  effect  an  approved  utilization 
review  plan,  applicable  to  all  Medicaid  patients,  unless  a 
waiver  has  been  granted  by  the  Secretary. 

In  addition  to  the  Federal  limitations,  each  State  may  impose  further  limita- 
tions on  inpatient  hospital  services.    As  of  March  1984,  six  States  had  chosen 
to  impose  no  further  limitations  on  inpatient  hospital  services.  Forty-four 
States  chose  to  impose  restrictions  relating  to  one  or  more  of  the  11  limitation 
categories  displayed  on  Table  16. 

Fifteen  States  placed  a  limit  on  the  number  of  days  a  recipient  is 
covered  for  inpatient  hospital  services.    The  15  States  account  for  22.1 
percent  of  total  Medicaid  expenditures  for  inpatient  hospital  services.  The 
majority  of  these  States  limit  the  number  of  reimbursable  days  per  year. 
However    six  States  impose  a  day  limit  based  on  other  criteria.  Kentucky. 
Maryland,  and  Oklahoma  base  their  day  limit  on  a  per  admission  basis;  readmis- 
sions  in  Oklahoma  must  be  separated  by  20  days  from  the  date  of  discharge. 
Ohio  and  Texas  limit  days  per  spell  of  illness,  while  Virginia  limits  days  for 
all  admissions  within  a  fixed  period  (60  days).    Louisiana  and  Michigan  do  not 
limit  inpatient  days  per  year  but  they  do  require  prior  authorization  for 
stays  beyond  15  and  18  days,  respectively.    Since  this  restriction  does  not 
fit  the    limits  on  number  of  days  per  year"  category,  nothing  is  marked  for 
Louisiana  or  Michigan  in  this  column. 
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••  PER  SPELL  OF   ILLNESS  OR  ROnlSSION 


Twenty-one  States,  which  account  for  41.5  percent  of  total  Medicaid 
expenditures  for  inpatient  services,  require  prior  authorization  for  certain 
specific  procedures.     Only  Alaska  and  Kentucky,  however,  require  prior  authori- 
zation on  all  elective  procedures. 

Limits  on  pre-operative  days  and/or  weekend  admissions  are  imposed  by  11 
States  accounting  for  37.5  percent  of  total  Medicaid  inpatient  hospital 
expenditures.    Florida  is  the  only  State  that  has  a  policy  of  not  covering 
elective  surgery.    However.  15  States  (43.4  percent  of  total  inpatient  hospital 
expenditures)  do  not  cover  specific  procedures  and  8  States  (52.2  percent  of 
total  inpatient  hospital  expenditures)  do  not  cover  procedures  that  could  be 
provided  on  an  outpatient  basis.     Some  optional  hospital  services  such  as 
television,  telephone  and  private  rooms  are  not  covered  by  9  States  accounting 
for  16.8  percent  of  total  Medicaid  expenditures.    Eight  States  place  limits  on 
dental  procedures  and  limits  are  placed  on  sterilization  services  by  three 
States. 

Twenty-four  States  accounting  for  51.2  percent  of  total  Medicaid  expendi- 
tures for  inpatient  hospital  services  place  other  limits  on  inpatient  hospital 
services.    Examples  of  "other  limits"  imposed  by  States  include: 

•  Alaska  requires  prior  authorization  for  non-emergency 
and  out-of-state  hospitalizations; 

•  Kentucky  requires  laboratory  tests  to  be  done  on  a  pre- 
admission basis  where  feasible; 

•  Missouri,  New  Jersey  and  New  York  require  a  second  opinion 
for  certain  elective  procedures;  and 

•  Wisconsin  limits  inpatient  psychiatric  care  to  the  month 

of  admission  with  no  readmissions  earlier  than  90  days  from 
the  prior  admission. 

This  category  includes  States  that  might  have  only  one  "other  limit"  as  well 
as  States  that  have  several  "other  limits." 

Caution  should  be  exercised  when  interpreting  these  data  of  limitations 
on  inpatient  hospital  services.     It  is  possible  that  a  State  imposing  one  type 
of  limitation  is  more  stringent  than  a  State  imposing  several  types  of  limita- 
tions.    It  is  also  possible  than  two  States  with  exactly  the  same  limitation(8) 
will  vary  greatly  in  implementation  procedures.    Further,  absolute  numbers  of 
States  or  numbers  of  limitations  do  not  reflect  the  magnitude  of  the  impact  of 
the  limitations  without  examination  of  other  Medicaid  program  characteristics, 
statistics,  and  exogenous  variables. 


40 


ill! 


Outpatient  Hospital  Services 


Outpatient  hospital  services  refer  to  preventive,  diagnostic,  therapeutic, 
rehabilitative,  or  palliative  services  provided  to  an  outpatient.    There  are 
three  Federal  limitations  that  are  Imposed  on  these  services: 

•  The  services  must  be  provided  under  the  direction  of  a 
physician  or  dentist; 

•  The  facility  must  be  licensed  or  formally  approved  as  a 
hospital  by  an  officially  designated  authority  for  State 
standard-setting;  and 

•  The  facility  must  meet  the  requirements  for  participation  in 
Medicare. 

States  are  free  to  specify  other  limits  on  outpatient  hospital  services  and  40 
States  have  chosen  to  do  so.    Table  17  displays  limitations  on  outpatient 
hospital  services. 

Twelve  States  limit  the  number  of  visits  per  year  allowable  for  Medicaid 
reimbursement  and  these  12  States  account  for  18.7  percent  of  total  Medicaid 
expenditures  for  outpatient  hospital  services.    Alabama,  Arkansas,  Nevada,  New 
Hampshire  and  Tennessee  simply  limit  the  number  of  outpatient  hospital  visits 
per  year;  Georgia  and  Missouri  limit  outpatient  visits  per  month;  and  the 
remaining  States  have  more  detailed  limitations.     Idaho  limits  emergency  room 
visits  to  six  per  year.    Mississippi  also  limits  emergency  room  visits  to  6 
per  year  plus  out-patient  visits  which  are  limited  within  the  12  physician 
visits  per  year.     South  Carolina  includes  in  its  limit  of  18  visits  not  only 
outpatient  visits  but  also  physician  and  emergency  hospital  visits.  North 
Carolina  counts  visits  to  clinics,  physicians,  outpatient  hospitals,  chiroprac- 
tors, podiatrists,  and  optometrists  in  their  limit  of  24  visits  per  year. 
Ohio  limits  visits  to  four  per  month.     While  Pennsylvania  did  not  specify  a 
limit  on  visits  per  year,  visits  for  prenatal  care  are  limited  to  a  total  of 
12  and  one  visit  is  allowed  to  establish  a  diagnosis  of  tuberculosis. 

Some  procedures  and/or  special  services  are  not  covered  by  15  States 
accounting  for  36.0  percent  of  total  Medicaid  expenditures  for  outpatient 
hospital  services.    Examples  of  such  procedures  are  routine  physical  examina- 
tions, experimental  procedures,  and  psychiatric  day  hospitals. 

Prior  authorization  is  required  for  certain  sevices  and/or  procedures 
in  15  States  accounting  for  26.4  percent  of  total  Medicaid  expenditures  for 
outpatient  hospital  services.    The  services/procedures  for  which  prior  authori- 
zation is  required  are  generally  ancillary  rather  than  primary  care  services. 
Six  States  have  limits  on  psychiatric  services,  while  only  Utah  places  limits 
on  sterilization  services. 


41 


TABLE  17 
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Twenty-two  States,  accounting  for  54.6  percent  of  total  Medicaid  expendi- 
tures for  outpatient  hospital  services,  place  other  limits  on  outpatient  hospi- 
tal services.    Examples  of  "other  limits"  include:     (1)  emergency  room  services 
are  not  provided  between  8:00  a.m.  and  4:00  p.m.  in  Vermont  except  for  trauma 
and  (2)  outpatient  services  are  limited  to  a  maximum  of  $100  per  fiscal  year  in 
Florida. 


Rural  Health  Clinic  Services 


Rural  health  clinic  (RHC)  services  became  a  mandatory  service  for  the 
categorically  needy  in  July  1978.    Each  RHC  is  required  to  have  a  nurse 
practitioner  (NP)  or  physician's  assistant  (PA)  on  its  staff.    Therefore,  a 
clinic  can  only  be  certified  if  the  State  permits  the  delivery  of  primary  care 
by  an  NP  or  PA.     Services  in  certified  clinics  must  be  provided  and  furnished 
by  a  physician  or  by  a  PA,  NP,  nurse-midwife,  or  other  specialized  nurse 
practitioner.     Services  and  supplies  are  furnished  as  an  incident  to  professional 
services.    Part-time  or  intermittent  visiting  nurse  care  and  related  medical 
supplies  are  provided  given  that  the  clinic  is  located  in  a  Health  Manpower 
Shortage  Area,  the  services  are  furnished  by  nurses  employed  by  the  clinic, 
and  the  services  are  furnished  under  a  written  plan  of  treatment  to  a  homebound 
recipient. 


Nineteen  States  have  placed  no  limits  on  RHC  services  (Table  18).  These 
19  States  account  for  47.5  percent  of  total  Medicaid  expenditures  for  all 
services.    (Note  that  on  most  tables  "Z  US  $"  is  baaed  on  dollars  for  that 
specific  service.    RHC  expenditures  as  reported  on  the  HCFA-2082  statistical 
report  are  not  used  because  of  State  problems  in  reporting  the  data).  Prior 
authorization  is  required  for  certain  services/procedures  for  seven  States 
such  as  medical  equipment  and  ambulatory  services  at  other  settings.  Eight 
State  place  limits  on  number  of  visits  per  year.     In  general,  these  RHC  visits 
are  included  in  the  total  number  of  physician  visits  allowed  per  year.  Eight 
States  place  limits  on  specific  servics  and  five  States  place  "other  limits" 
on  RHC  services. 


Other  Laboratory  and  X-Ray  Services 


Other  laboratory  and  x-ray  services  are  professional  and  technical 
laboratory  and  radiological  services.    As  specified  in  42  CFR  440.30  (a-c), 
Federal  requirements  for  Medicaid  mandate  that  these  services  be: 

•  Ordered  and  provided  by  or  under  the  direction  of  a  physician 
or  other  licensed  practitioner  of  the  healing  arts  within  the 
scope  of  his  practice  as  defined  by  State  law  or  ordered  and 
billed  by  a  physician  but  provided  by  an  independent  laboratory; 

•  Provided  in  an  office  or  similar  facility  other  than  a 
hospital  outpatient  department  or  clinic;  and 

•  Provided  by  a  laboratory  that  meets  the  requirements  for 
participation  in  Medicare. 
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TABLE  18 


3/31/84 
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INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
0RE6QN 
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In  addition,  the  States  can  place  limitations  on  "other  laboratory  and  x-ray 
services."    However,  27  States  have  chosen  to  place  no  limitations  on  these 
services  (Table  19).    The  27  States  account  for  45.9  percent  of  total  Medicaid 
expenditures  for  "other  laboratory  and  x-ray  services." 

Two  States  require  prior  authorization,  5  States  limit  services  to  those 
ordered  by  a  physician,  and  12  States  limit  or  require  prior  approval  on  some 
procedures.    The  States  in  each  one  of  these  categories  of  limitations  account 
for  only  1-13  percent  of  total  Medicaid  expenditures  for  "other  laboratory  and 
x-ray  services." 

"Other  limits"  are  imposed  by  7  States  accounting  for  31.4  percent 
of  total  Medicaid  expenditures  for  "other  laboratory  and  x-ray  services." 
"Other  limits"  include  services  allowed  only  within  24  hours  of  acute  injury 
and  must  be  directly  related  to  that  injury  and  reimbursement  for  services 
will  not  be  made  to  a  private  laboratory  if  services  could  be  obtained  from 
the  Department  of  Health  Laboratory. 

Skilled  Nursing  Facility  Services 

Skilled  nursing  facility  (SNF)  services  are  provided  to  individuals 
age  21  or  older  and  do  not  include  services  in  institutions  for  tuberculosis 
or  mental  diseases  (42  CFR  440.40(a)).     These  services  must  be  needed  on  a 
daily  basis  and  provided  in  an  inpatient  facility.    Federal  regulations 
require  that  the  services  be: 


•  Provided  by  a  facility  or  distinct  part  of  a  facility  that 
is  certified  to  meet  the  requirements  for  participation. 
These  requirements  include  provider  agreements,  facility 
certification,  and  facility  standards;  and 

•  Ordered  by  and  under  the  direction  of  a  physician. 

These  services  include  services  provided  by  any  facility  located  on  an  Indian 
reservation  and  certified  by  the  Secretary  of  Health  and  Human  Services. 
Further,  the  requirements  concerning  control  of  the  utilization  of  Medicaid 
services  impact  upon  skilled  nursing  facility  services  on  such  areas  as 
certification  and  recertif ication  of  need  for  inpatient  care,  individuals 
written  plan  of  care,  etc. 

Limitations  on  skilled  nursing  facility  services  are  displayed  on  Table 
20.    Caution  should  be  taken  in  interpreting  the  data  in  "prior  authorization 
required"  and  "periodic  reauthorization."    There  are  two  problems:     (1)  There 
is  no  consistent  usage  of  terms  certification  and  authorization  across  States; 
and  (2)  Some  States  have  apparently  included  in  limitations  certain  Federal 
regulations.     Some  States  appear  to  use  certification  and  authorization 
interchangeably  while  other  States  differentiate  between  the  terms.  Generally, 
certification  means  determination  of  medical  need  by  a  medical  practitioner(s) 
and  authorization  means  approval  for  payment  by  an  administrative  body  (possibly 
with  a  medical  practitioner  member) .     Only  those  States  using  the  terms 
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TABLE  19 

SUMMARY  OF  LIMITATIONS  ON  MANDATORY  SERVICES 
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TABLE  20 


3/31/84 


SUHMARY  OF  LIMITATIONS  ON  MANDATORY  SERVICES 
SKILLED  NURSING  FACILITY  SERVICES 
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authorization  and  reauthorization  are  noted  in  the  table.     Further, the  Federal 
regulations  for  utilization  control  include  intermediate  care  facility  certifi- 
cation and  periodic  recertif ication  of  need  for  inpatient  care.    Thus,  the 
statement  that  a  State  requires  certification  and  periodic  recertif ication  is 
merely  a  reiteration  of  a  Federal  requirement  and  not  a  State  limitation  and 
is  therefore  not  noted  in  the  table. 

Fifteen  States  impose  no  limits  on  SNF  services  and  those  States  expend 
only  14.4  percent  of  total  Medicaid  expenditures  for  SNF  services.  Twenty-four 
States  require  prior  authorization  for  payment  with  7  of  the  24  requiring 
periodic  reauthorization.    The  States  requiring  prior  authorization  account 
for  71.6  percent  of  total  Medicaid  expenditures  for  SNF  services.  Fifteen 
States  impose  "other  limits"  on  SNF  services.    These  "other  limits"  include 
restrictions  on  private  rooms,  SNF  services  outside  the  State,  specific 
services,  bed  reservations  when  on  leave  or  in  another  facility,  administrative 
days,  etc.    These  15  States  account  for  19.8  percent  of  total  Medicaid  expendi- 
tures for  SNF  services. 

Early  and  Periodic  Screening,  Diagnosis  and  Treatment 

Early  and  periodic  screening,  diagnosis  and  treatment  (EPSDT)  refers 
to  screening  and  diagnostic  services  to  determine  physical  or  mental  defects 
in  recipients  under  age  21  and  health  care,  treatment  and  other  measures  to 
correct  or  amelioriate  any  defects  and  chronic  conditions  discovered  (42  CFR 
440.40(b)).    There  are  certain  basic  screening  and  treatment  services  that 
each  State  must  provide  as  a  minimum  (42  CFR  441.56).    These  services  include: 

•  Health  and  development  history  screening; 

•  Unclothed  physical  examination; 

•  Developmental  assessment; 

•  Immunizations  which  are  appropriate  for  age  and  health  history; 

•  Assessment  of  nutritional  status; 

•  Vision  testing; 

•  Hearing  testing; 

•  Laboratory  procedures  appropriate  for  age  and  population  groups; 

•  Dental  services  furnished  by  direct  referral  to  a  dentist  for 
diagnosis  and  treatment  for  children  three  years  of  age  and  over; 

•  Treatment  for  defects  for  vision  and  hearing,  including  eyeglasses 
and  hearing  aids;  and 

•  Dental  care  needed  for  relief  of  pain  and  infections,  restoration 
of  teeth  and  maintenance  of  dental  health. 
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The  State  Medicaid  Agency  may  provide  for  any  other  medical  or  remedial  care 
specified  as  a  Medicaid  service  even  if  the  agency  does  not  otherwise  provide 
for  these  services  to  other  recipients  or  provides  for  them  in  a  lesser 
amount,  duration,  or  scope. 

Table  21  displays  a  summary  of  limitations  on  EPSDT  services.  Twenty- 
seven  States,  accounting  for  56.4  percent  of  total  Medicaid  expenditures 
for  EPSDT  services,  limit  their  services  to  the  coverage  and  scope  as  required 
by  Federal  regulations.     Eight  States  (31.5  percent  of  total  Medicaid  expendi- 
tures for  EPSDT  services)  offer  EPSDT  services  in  excess  of  Federal  requirements 
and  15  States  (12.2  percent  of  total  Medicaid  expenditures  for  EPSDT  services) 
have  no  limits  on  EPSDT  services. 

Family  Planning  Services 

Family  planning  services  and  supplies  are  allowable  for  individuals 
of  child  bearing  age  as  a  means  of  enabling  individuals  to  freely  determine 
the  number  and  spacing  of  their  children.    Although  there  are  no  Federal 
regulations  defining  what  family  planning  services  a  State  can  provide, 
provisional  regulations  are  written  which  defined  family  planning  services  to 
be:  consultation  (including  counseling  and  patient  education),  examination, 
and  treatment,  furnished  by  or  under  the  supervision  of  a  physician  or  prescribed 
by  a  physician;  laboratory  examination;  medically  approved  methods,  procedures, 
pharmaceutical  supplies  and  devices  to  prevent  conception;  natural  family 
planning  methods;  diagnosis  and  treatment  for  infertility;  and  voluntary 
sterilization.     In  addition.  States  may  provide  any  medically  approved  means, 
other  than  abortion,  for  family  planning  purposes,  if  furnished  by  or  under 
supervision  of  a  physician  or  if  prescribed  by  a  physician.    Abortions  are 
specifically  excluded  from  family  planning  services  and  States  are  prohibited 
from  considering  any  abortion  as  being  a  family  planning  service. 

Table  22  shows  that  family  planning  services  are  provided  without  limitations 
by  35  States  and  those  States  account  for  67.3  percent  of  the  total  Medicaid 
expenditures  for  family  planning  services.     It  should  be  noted  that  in  all 
States  family  planning  services  are  subject  to  limitations  of  each  service 
category  under  which  it  falls;  i.e.,  family  planning  services  rendered  by  a 
physician  are  also  subject  to  the  same  State  agency  program  limitations 
Imposed  on  physicians'  services. 

Voluntary  sterlizations  must  be  included  among  the  range  of  family 
planning  services  offered  by  a  State.    Federal  regulations  require  that  the 
Individual  to  be  sterilized  voluntarily  gives  informed  written  consent  and 
that  the  individual  must  be  at  least  21  years  of  age  at  the  time  consent  is 
obtained  and  must  be  mentally  competent.     In  most  cases,  guidelines  further 
require  that  at  least  30  days  but  not  more  than  180  days  have  passed  between 
the  date  of  informed  consent  and  the  date  of  sterilizaton.     In  addition  to 
these  Federal  regulations,  two  States  -  Utah  and  Wisconsin  -  require  prior 
authorization  for  sterilization  services.    These  two  States  expend  only  3.9 
percent  of  all  Medicaid  expenditures  for  family  planning  services. 
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TABLE  21 

FAPi  v^^[In'^5cD?nnt-^"lJSnP5!S  ON  MANDATORY  SERVICES 
EARLY  AND  PERIODIC  SCREENINS,  DIAGNOSIS  AND  TREATMENT 

^lUlP  ^0      IN  EXCESS  OF 
£,TA-P-  FEDERAL  FEDERAL  NO 

REQUIREMENTS    REQUIREMENTS  LIMITS 

X 
X 
X 
X 


ALABAMA 

ALASKA 

- 

ARKANSAS 

CALIFORNIA 

COLORADO 

y 

CONNECTICUT 

DELAWARE 

- 

DIST  COLUMBIA 

FLORIDA 

GEORGIA 

V 
A 

HAWAII 

X 

IDAHO 

X 

ILLINOIS 

y 

INDIANA 

y 
A 

IOWA 

KANSAS 

- 

KENTUCKY 

X 

LOUISIANA 

y 

A 

MAINE 

y 
A 

MARYLAND 

y 

A 

MASSACHUSETTS 

X 

MICHIGAN 

- 

MINNESOTA 

MISSISSIPPT 

X 

MISSOURI 

y 

A 

MONTANA 

_ 

NEBRASKA 

X 

NEVADA 

NEW  HAMPSHIRE 

y 

A 

NEW  JERSEY 

y 

A 

NEW  MEXICO 

X 

NEW  YORK 

N  CAROLINA 

y 
A 

N  DAKOTA 

OHIO 

y 
A 

OKLAHOMA 

_ 

OREGON 

X 

PENNSYLVANIA 

X 

RHODE  ISLAND 

S  CAROLINA 

X 

S  DAKOTA 

X 

TENNESSEE 

X 

TEXAS 

X 

UTAH 

VERMONT 

X 

VIRGINIA 

WASHINGTON 

W  VIRGINIA 

WISCONSIN 

WYOMING 

X 

TOTAL  STATES 

27 

X  TOTAL  U.S.  $ 

FOR  CATEGORY 

56. 

8  IS 
31.5  12.2 
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TABLE  22  3/31/84 

SUHHARY  OF  LIMITATIONS  ON  MANDATORY  SERVICES 
FAMILY  PLANNNING  SERVICES 

LIMITS  ON 
NO  STERILIZATION  OTHER 

STATE  LIMITS  SERVICES  LIMITS 


ALABAMA  X 

ALASKA  X  -  - 

ARKANSAS  -  .  X 

CALIFORNIA  X  -  - 

COLORADO  X  -  - 

CONNECTICUT  X 

DELAWARE  x  -  - 

DIST  COLUMBIA  X  -  - 

FLORIDA  X 

GE0R6IA  X 

HAWAII  -  -  X 

IDAHO  X  -  . 
ILLINOIS  .X 

INDIANA  X 

lOUA  -  -  X 

KANSAS  X 

KENTUCKY  -  -  x 

LOUISIANA  x  -  - 

MAINE  X 

MARYLAND  x  -  - 

MASSACHUSETTS  x  -  - 

MICHIGAN  -  .  X 

MINNESOTA  - 

MISSISSIPPI  X 

MISSOURI  -  -  X 

MONTANA  X  -  - 

NEBRASKA  X  -  - 

NEVADA  X  -  - 

NEW  HAMPSHIRE  -  -  X 

NEW  JERSEY  X  >  - 

NEM  MEXICO  X  -  - 

NEW  YORK  X  -  - 

N  CAROLINA  X  -  - 

N  DAKOTA  X  -  - 

OHIO  X 

OKLAHOMA  x  -  - 

OREGON  x  -  - 

PENNSYLVANIA  -  -  X 

RHODE  ISLAND  -  -  X 

S  CAROLINA  X 

S  DAKOTA  X  -  - 

TENNESSEE  X 

TEXAS  -  -  X 

UTAH  -  X  - 

VERMONT  -  -  X 

VIRGINIA  -  -  i 

WASHINGTON  x  -  - 

W  VIRGINIA  X  -  - 

WISCONSIN  .  X  - 

WYOMING  X 

TOTAL  STATES  35  2  12 
r.  TOTAL  U.S.  $ 

FOR  CATEGORY  67.3  3.9  26.6 
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other  limits  are  Imposed  by  twelve  States  accounting  for  26.6  percent 
of  total  Medicaid  expenditures  for  family  planning  services.    Other  limits 
include  restrictions  on  specific  provider  settings,  limits  on  drugs  determined 
by  FDA  to  be  ineffective,  and  most  commonly,  restrictions  on  the  number  of 
visits/services  per  year. 


Physicians'  Services 


Physicians'  services  are  covered  whether  provided  in  the  office,  the  patient's 
home,  a  hospital,  a  skilled  nursing  facility,  or  elsewhere.  Physicians' 
services  must  be  within  the  scope  of  practice  of  medicine  or  osteopathy  as 
defined  by  State  law  and  by  or  under  the  personal  supervision  of  an  individual 
licensed  under  State  law  to  practice  medicine  or  osteopathy. 

Limitations  on  physicians'  services  are  found  on  Tables  23-26.  Seven 
States,  accounting  for  15.4  percent  of  total  Medicaid  expenditures  for  physician 
services,  place  no  limits  on  physician  services  as  shown  on  Table  23.  Twenty- 
one  States  do  not  cover  specific  services  such  as  transplants,  autopsies, 
cosmetic  surgery,  experimental  procedures,  and  routine  physicals.    These  21 
States  account  for  53.0  percent  of  total  Medicaid  expenditures  for  physician 
services.    Limits  are  placed  on  injections  in  eight  States.    These  States 
account  for  only  9.6  percent  of  total  Medicaid  expenditures  for  physician 
services.    The  injections  restricted  vary  from  desensitization  injections  to 
flu  injections  in  ICFs  to  limits  on  therapeutic  injections.     Seven  States 
place  limits  on  sterilization  services  accounting  for  9.8  percent  of  total 
Medicaid  expenditures  for  physicians'  services.    Twenty-four  States  place 
"other  limits"  on  physicians'  services.    Examples  of  "other  limits"  include 
coverage  excluded  for  patient-physician  telephone  contacts,  "locked-in" 
recipients  must  receive  services  from  one  provider  except  in  the  case  of  an 
emergency,  and  limits  on  allergy  testing  and  treatment.    The  States  imposing 
"other  limits"  account  for  66.8  percent  of  total  Medicaid  expenditures  for 
physician  services. 

Table  24  displays  limits  on  frequency  of  visits  for  specific  settings  to 
include  inpatient  hospital,  long-term  care  facility,  office,  home,  emergency 
room,  and  any  setting  other  than  inpatient  hospital.    The  inpatient  hospital 
limits  are  per  inpatient  day  while  visits  in  other  settings  are  per  year. 
Thirteen  States  limit  physician  visits  in  inpatient  hospitals  per  recipient. 
In  general,  those  limits  are  one  or  two  physician  visits  per  day  for  allowable 
days  for  which  the  hospital  is  paid.     If  the  State  additionally  has  a  limit  on 
reimbursable  inpatient  days,  this  would  affect  the  total  number  of  physician 
visits  allowed  per  recipient.     Such  phrases  as  "prior  authorization  is  required 
beyond  this  limit"  or  "except  in  emergencies"  are  frequently  attached  to  the 
limits.    Rhode  Island  limits  physician  visits  to  inpatient  hospital  patients 
by  provider  rather  than  recipient.    A  physician  in  Rhode  Island  will  be 
reimbursed  for  a  maximum  of  37  inpatient  visits  to  Medicaid  patients  per  day. 
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TABLE  23 


3/31/8A 


SUMMARY  OF 


LIMITATIONS 
PHYSICIANS 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
X  TOTAL  U.S.  $ 
FOR  CATEGORY 


SPECIFIC 
NO        SERVICES  NOT 
LIMITS  COVERED 


ON  MANDATORY 
SERVICES 

LIMITS 
ON 

INJECTIONS 


SERVICES 


LIMITS  ON 
STERILIZATION  OTHER 
SERVICES  LIMITS 


7 

15.4 


X 
X 
X 

X 

X 

X 
X 


X 
X 

X 
X 


21 
S3.0 


X 
8 
9.6 


X 
X 
X 
X 


X 
X 

X 

X 

X 


9.8 


X 
X 

24 

66.8 


53 


TABLE  24 

suhmary  of  limitations  on  mandatory  services 
physicians  services 

frequency  of  visits  per  year__i.im1ted___ 

"sEPARATe"lIMITS    for    SPECIFIC  SETTINGS 


3/31/84 


STATE 


LONS-TERH 
INPATIENT    HOSPITAL  CARE 
(PER  INPATIENT  DAY)  FACILITY 


ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
0RE60N 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
%  TOTAL  U.S.  $ 
FOR  CATEGORY 


I 
2 
I 


13 
21. Q 


4 

12 
24 


12 
36 


12 
24 


12 
24 

12 

10 
21.6 


OFFICE  HOME 


EMERGENCY 
ROOM 


12 


ANY  SETTING 
OTHER  THAN 
INPATIENT  HOSPITAL 

12 

12 


12 


36 


12 


24 


48 

18 
24 


48 


6 
8.2 


2 
2.3 


I 

1.3 


12 


12 
24 


18 

24 
48 

12 


16.1 
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Limits  on  frequency  of  physician  visits  to  long-term  care  facility 
iiclpients  have  been  Imposed  by  10  States.    These  limits  on  visits  range  from 
tir  per  year  per  recipient  to  36  per  year  per  recipient  and  the  States 
posing  them  account  for  21.6  percent  of  total  Medicaid  expenditures  for 
'sician  services.    Rhode  Island  limits  the  number  of  visits  per  day  that  a 
sician  can  make  to  six  with  no  limits  on  the  number  of  visits  a  recipient 
-"receive . 

--Limits  are  placed  on  number  of  visits  allowed  in  office  settings  by  six 
ates,  in  homes  by  two  States,  in  the  emergency  room  by  one  State,  and  in  a 
bination  of  any  settings  other  than  inpatient  hospital  by  nine  States. 

States  also  place  limits  on  the  number  of  times  a  particular  service  can 
provided.    A  display  of  these  limits  is  found  on  Table  25.    The  specific 
rocedures  limited  include  psychiatric,  consultation  with  specialist,  family 
lanning,  comprehensive  physical  examination,  hyposensitization,  and  eye 
(ixaminations.    There  are  9  States  that  limit  frequency  of  psychiatric  visits. 

ose  9  States  account  for  29.0  percent  of  total  Medicaid  expenditures  for 
hysician  sexrvices.    Two  States  limit  the  number  of  consultations  per  recipient 
er  year,  one  State  limits  family  planning  visits,  four  States  limit  comprehen- 
sive physical  examinations  to  one  per  year,  one  State  limits  hyposensitization 
isits  to  24  per  year,  and  four  States  limit  eye  examinations. 

^tW.  Table  26  displays  types  of  physician  services  which  require  prior  authori- 
tion.    Nineteen  States  require  prior  authorization  for  specific  procedures 
uch  as  hemodialysis,  sterilization,  obesity  surgery,  cosmetic  surgery  and 
urgical  transplants.    These  19  States  expend  42.7  percent  of  total  Medicaid 
pilars  for  physician  services.     Sixteen  States,  expending  40.7  percent  of 
total  Medicaid  dollars  for  physician  services,  require  prior  authorization  for 
11  elective  procedures. 

States  also  require  authorization  according  to  the  setting  of  the  service. 
States  name  specific  settings  (e.g.,  office  visits,  inpatient  hospital) 
nd  five  other  States  require  prior  authorization  for  care  outside  of  the 
tate.    Limits  and/or  prior  authorization  for  psychiatric  services  are  imposed 
7:14  States  accounting  for  45.9  percent  of  total  Medicaid  expenditures  for 
hysician  services.    Examples  of  limits/prior  authorization  include  specific 
limits  on  psychiatric  services  and  prior  authorization  beyond  initial 
aluations. 


Health  Services 

Home  health  services  are  provided  to  a  recipient  at  his  place  of  residence 
"hich  does  not  include  a  hospital,  skilled  nursing  facility,  or  Intermediate 

facility  (ICF)  except  for  home  health  services  in  an  ICF  that  are  not 
required  to  be  provided  by  the  facility.     Services  provided  must  be  on  physi- 
cians' orders  as  part  of  a  written  plan  of  care  that  is  reviewed  by  the 
|py8ician  every  60  days.    Home  health  services  Include  three  mandatory  services 
part-time  nursing,  home  health  aide,  and  medical  supplies  and  equipment)  and 
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TABLE  25 


3/31/84 


sunMARY  OF  lihitations  on  mandatory  services 

PHYSICIANS'  SERVICES 
FREQUENCY    OF    TYPE  OF  SERVICE    PER    YEAR  LIMITED 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 


PSYCHIATRIC 


CONSULT  WITH 
SPECIALIST 


FAMILY 
PLANNING 


COMPREHENSIVE 
PHYSICAL  EXAM 


HYPO- 
SENSITIZATION 


EYE 
EXAM 


24 

2 


24 


If 


57 


4 


12 


26 
12 


TOTAL  STATES 
X  TOTAL  U.S.  « 
FOR  CATEGORY 


9 

29.0 

PER  SPECIALTY  PER  ILLNESS 


2 
4.1 


2.6 


1 
4 
3.5 


1  4 
19.4  5.7 
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TABLE  26 


3/31/84 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
X  TOTAL  U.S.  $ 
FOR  CATEGORY 


SUMMARY  OF  LIMITATIONS  ON  MANDATORY  SERVICES 
PHYSICIANS  SERVICES 

___PRIOR    AUTHORIZATION    REQUIRED  FOR: 

SPECIFIC      ELicTIVE"sPECIFIC CARE  AUTHORI zlrinN  SpouTRFn 

^.!°.E!E1!«.!?  P.??E!°.i!?E5  settings  outside  state    FOR  psychiatric  SERVICES 


X 
X 


19 
42.7 


16 
40.7 


2 
5.0 


S 
5.2 


14 
45.9 
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na^hof (physical  therapy,  occupational  therapy,  and  speech 
pathology  and  audiology  services)  f42  CFR  ULC\  7n^      tv^o  /  speecn 

as  follows:  services;         cfR  440.70).    These  services  are  defined 

•  Part-time  Nursing  -  Nursing  service  that  is  provided  on  a 
part-time  or  intermittent  basis  by  a  home  health  agency.  If 
there  is  no  home  health  agency  in  the  area,  services  may  be 
provided  by  a  registered  nurse  who  is  currently  licensed  to 
practice  in  the  State,  receives  written  orders  from  the  patient's 
physician,  documents  the  care  and  services  provided,  and  has  had 
orientation  to  acceptable  clinical  and  administrative  record-keep- 
ing from  a  health  department  nurse; 

•  Home  Health  Aide  -  Home  health  aide  service  that  is  provided 
by  a  home  health  agency; 

•  Medical  supplies  and  Equipment  -  Medical  supplies,  equipment 
and  appliances  that  are  suitable  for  use  in  the  home;  and 

•  V'lV'';^^  0""Pational  Therapy  (OX),  and  Speech 
Pathology  and  Audiology  Services  -  FT,  QT,  and  speech  and 
hearing  services  provided  by  a  home  health  agency  or  by  a 
facility  licensed  by  the  State  to  provide  medical  rehabill- 
tatlon  services. 

ov!r  ^nf  P"vided  to  categorically  needy  recipients  age  21  and 

th^.  ^'^"^^  P^^"  provides  SNF  services  for 

bv  l/s^^r^^^rr^"^  services.  Table  27,  have  no  limitations  placed  upon  them 
hLe  h.^l^r        ?    ^"T'  P""'^^  °^  '^^^^l  ^^Atc^td  expenditures  for 

n^^^!"'*    ^^"r"'^  S^^*^"  prior  authorization  for  nursing 

services.  Of  this  group.  New  York  alone  expends  more  than  75  percent  of  tota! 
Medicaid  expenditures  for  home  health  services.  Sixteen  States  have  limits  on 
visits  and  14  States  have  "other  limits." 

Home  health  aide  services  are  provided  without  limitations  by  16  States 
which  account  for  6.7  percent  of  total  Medicaid  expenditures  for  home  health 
services  (Table  28).    Thirteen  States,  accounting  for  82.3  percent  of  total 

h^«^^h         ''^  ^""^  P'^i°^  authorization  for  home 

health  aide  services.    Sixteen  States  have  limitations  on  number  of  visits 
and/or  hours  representing  8.5  percent  of  total  home  health  expenditures;  home- 
maker  services  are  not  provided  by  five  States  with  2.4  percent  of  total  home 
health  expenditures  and  "other  limits"  are  placed  by  eleven  States,  accounting 
for  4.5  percent  of  total  Medicaid  expenditures  for  home  health  services. 
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TABLE  27 


3/31/84 


SUMMARY  OF  LIMITATIONS  ON  MANDATORY  SERVICES 
HOME  HEALTH  SERVICES:     PART-TIME  NURSINB 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 


PRIOR 
NO  AUTHORIZATION 
LIMITS  REQUIRED 


LIMITS 

ON  OTHER 
VISITS  LIMITS 

X 
X 
X 


IDAHO 

- 

- 

X 

- 

ILLINOIS 

- 

X 

- 

INDIANA 

- 

X 

- 

- 

lONA 

X 

- 

- 

- 

KANSAS 

X 

KENTUCKY 

- 

- 

- 

X 

LOUISIANA 

- 

- 

X 

X 

MAINE 

X 

- 

MARYLAND 

- 

- 

X 

MASSACHUSETTS 

_ 

X 

MICHIGAN 

X 

- 

MINNESOTA 

X 

• 

MISSISSIPPI 

X 

MISSOURI 

- 

- 

X 

X 

MONTANA 

X 

NEBRASKA 

X 

_ 

NEVADA 

X 

- 

- 

NEW  HAMPSHIRE 

X 

NEW  JERSEY 

X 

NEW  MEXICO 

X 

X 

NEW  YORK 

X 

N  CAROLINA 

X 

N  DAKOTA 

X 

OHIO 

X 

OKLAHOMA 

X 

X 

OREGON 

X 

PENNSYLVANIA 

X 

X 

RHODE  ISLAND 

X 

X 

S  CAROLINA 

X 

X 

S  DAKOTA 

X 

TENNESSEE 

X 

TEXAS 

X 

X 

UTAH 

X 

VERMONT 

X 

VIRGINIA 

X 

WASHINGTON 

X 

W  VIRGINIA 

X 

m 

WISCONSIN 

X 

WYOMING 

X 

TOTAL  STATES 

16 

14 

16 

14 

X  TOTAL  U.S.  t 

FOR  CATEGORY 

6.9 

82.6 

S.9 

7.! 
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TABLE  28 


J/ 


SUMMARY  OF  LIMITATIONS  ON  MANDATORY  SERVICES 
HOME  HEALTH  SERVICES:     AIDE  SERVICES 


STATE 


PRIOR 
NO  AUTHORIZATION 
LIMITS  REQUIRED 


LIMITS 
ON  VISITS 
AND/OR  HOURS 


HOMEMAKER 

SERVICES  OTHER 
NOT  PROVIDED  LIMITS 


ALABAMA 
ALASKA 

ARKANSAS  X 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE  X 
DIST  COLUMBIA  X 
FLORIDA  X 
6E0R6IA 

HAWAII  X 

IDAHO 

ILLINOIS 

INDIANA 

IOWA  X 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE  X 
MARYLAND 

MASSACHUSETTS 
MICHIGAN  X 
MINNESOTA  X 
MISSISSIPPI 
MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 

NEW  YORK 

N  CAROLINA 

N  DAKOTA  X 

OHIO  X 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH  X 
VERMONT 

VIRGINIA  X 

WASHINGTON 

W  VIRGINIA  X 

WISCONSIN  X 

WYOMING  X 

TOTAL  STATES  16 
7.  TOTAL  U.S.  « 
FOR  CATEGORY  6.7 


13 
S2.3 


16 
S.5 


S 
2.4 


11 
4.5 
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Limitations  on  medical  supplies  and  equipment  are  found  on  Table  29. 
Only  five  States,  accounting  for  less  than  two  percent  of  total  home  health 
expenditures,  have  no  limits  on  medical  supplies  and  equipment.    Prior  authori- 
zation is  required  by  29  States  and  those  29  States  account  for  88.7  percent 
of  total  Medicaid  expenditures  for  home  health  services.    Additionally,  four 
States  place  limits  on  quantity/dollar,  and  seven  States  have  restricted 
supply  lists.     Sixteen  States  place  "other  limits"  on  medical  supplies  and 
equipment.  "Other  limits"  include  limits  on  luxury  models  of  equipment, 
services  provided  by  out-of-state  agencies,  delivery  of  equipment,  and  home 
oxygen  supplies.    These  16  States  expend  8.9  percent  of  total  Medicaid  expendi- 
tures for  home  health  services. 

The  fourth  category  of  home  health  services  (Table  30),  physical  therapy 
(PT),  occupational  therapy  (OT),  and  speech  and  hearing  services,  is  actually 
an  optional  service  and  four  States  expending  1.7  percent  of  the  total  expendi- 
tures on  home  health  services  do  not  provide  the  service.    Eight  States  place 
no  limits  on  these  services, .  accounting  for  2.4  percent  of  total  Medicaid 
expenditures  for  home  health  services.     Seventeen  States  require  prior  authori- 
zation for  PT,  OT,  and  Speech  and  Hearing  services  accounting  for  85.2  percent 
of  total  home  health  expenditures.     Ten  States  place  limits  on  visits  and  16 
States  place  limits  on  services.    Thirteen  States  place  "other  limits"  on  PT, 
OT,  and  speech  and  hearing  services  such  as  intermittent  or  part-time  services 
only,  services  for  homebound  patients  only,  and  services  provided  by  certified 
practitioners  only. 

Nurse-Midwife  Services 

The  Omnibus  Reconciliation  Act  of  1980  mandates  that  payment  must  be  made  for 
nurse-midwife  services  to  categorically  needy  recipients  (42  CFR  440.165). 
The  effective  date  of  this  legislation  was  July  16,  1982,  or,  if  State  legisla- 
tion was  needed  in  order  to  conform,  the  first  day  of  the  first  calendar 
quarter  beginning  after  the  close  of  the  first  regular  session  of  the  State 
legislature  that  began  after  May  17,  1982. 

These  provisions  require  States  to  provide  coverage  for  nurse-midwife 
services  to  the  extent  that  the  nurse-midwife  is  authorized  to  practice  under 
State  law  or  regulation.    The  statute  also  requires  that  States  offer  direct 
reimbursement  to  nurse-midwives  as  one  of  the  payment  options.  Nurse-midwives 
must  be  registered  nurses  who  are  either  certified  by  an  organization  recognized 
by  the  Secretary  or  have  completed  a  program  of  study  and  clinical  experience 
that  has  been  approved  by  the  Secretary.    Nurse-midwife  services  are  those 
concerned  with  management  of  the  care  of  mothers  and  newborns  throughout  the 
maternity  cycle. 

Table  31  shows  that  as  of  March  1984,  17  States,  accounting  for  20.7 
percent  of  total  Medicaid  expenditures  for  other  practitioners,  did  not 
provide  nurse-midwife  services.    This  table  also  shows  that  12  States  (33.7 
percent)  provided  the  services  with  no  limits  and  21  States  (45.6  percent) 
provided  the  services  with  "other  limits".    These  "other  limits"  include 
supervision  by  a  physician  required,  provided  only  when  the  nurse-midwife  is 
employed  by  a  hospital  or  physician,  and  limited  to  certified  facilities. 
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STATE 

ALABAHA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
%  TOTAL  U.S.  $ 
FOR  CATEGORY 


TABLE  29 

HnNc"I3??/TH%H,1iJF^°'^S  ON  MANDATORY  SERVICES 
HOME  HEALTH  SERVICES:     MEDICAL  SUPPLIES/EQUIPMENT 


3/31/84 


NO 
LIMITS 


PRIOR 
AUTHORIZATION 
REQUIRED 


LIMITS  ON 

QUANTITY 
OR  DOLLARS 


S 
1.9 


29 
88.7 


RESTRICTED 
SUPPLY 
LIST 

X 


4 

l.S 


7 
4.4 


OTHER 
LIMITS 


X 
X 

lb 

8.9 
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TABLE  30 


3/31/84 


SUMMARY  OF  LIMITATIONS  ON  MANDATORY  SERVICES 
HOME  HEALTH  SERVICES: 
PHYSICAL  THERAPY,  OCCUPATIONAL  THERAPY,  SPEECH  AND  HEARINQ 


STATE 


NOT 
PROVIDED 


NO 
LIMITS 


PRIOR 
AUTHORIZATION 
REQUIRED 


LIMITS 

ON 
VISITS 


LIMITS 
ON 

SERVICES 


OTHER 
LIMITS 


ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
OIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
X  TOTAL  U.S.  ♦ 
FOR  CATEGORY 


1.7 


2.4 


X 

X 

X 
X 


X 
X 

X 

X 

X 
X 

17 
85.2 


10 
4.0 


16 
5.4 


X 
X 

13 

7.7 
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TABLE  31 

SUMMARY  OF  LIMITATIONS  ON  MANDATORY  SERVICES 
NURSE-MIDWIFE  SERVICES 


3/31/84 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHI6AN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
X  TOTAL  U.S.  * 
FOR  CATEGORY 


NOT 
PROVIDED 


X 
17 
20.7 


NO 
LIMITS 


12 
33.7 


OTHER 
LIMITS 


21 
45. & 
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LIMITATIONS  ON  OPTIONAL  SERVICES 


Tables  32-42  display  limitations  on  optional  services  for  the  categorically 
needy  by  service.    The  general  descriptive  information  and  caveats  pertaining 
to  the  tables  on  mandatory  services  are  also  applicable  to  these  tables. 

ICF  &  ICF-MR  Services 

Intermediate  care  facility  (ICF)  services,  other  than  in  an  institution 
for  tuberculosis  or  mental  diseases,  refers  to  services  provided  in  a  facility 
that  fully  meets  the  requirements  for  a  State  license  to  provide,  on  a  regular 
basis,  health  related  services  to  individuals  who  do  not  require  hospital  or 
SNF  care  but  whose  mental  or  physical  condition  requires  services  that  are 
above  the  level  of  room  and  board  and  can  be  made  available  only  through 
institutional  facilities.    The  facility  must  meet  all  the  requirements  to  be 
certified  for  Medicaid  (42  CFR  440. 150(a-b) ) . 

Limitations  on  intermediate  care  facilities  (ICFs)  other  than  in  institu- 
tions for  tuberculosis  or  mental  diseases,  are  displayed  on  the  left  hand  side 
of  Table  32.    This  optional  service  is  provided  by  all  50  States.  Seventeen 
States,  which  make  up  22.6  percent  of  total  Medicaid  expenditures  for  ICF 
services,  place  no  limits  on  ICF  services.    Twenty-two  States  require  prior 
authorization  for  ICF  services.    These  22  States  expend  44.3  percent  of  total 
Medicaid  dollars  spent  on  ICF  services  and  seven  of  them  require  further  that 
periodic  reauthorization  be  made.     "Other  limits"  are  placed  on  ICF  services  by 
13  States  which  account  for  40.1  percent  of  total  Medicaid  expenditures  for 
ICF  services.    Examples  of  "other  limits"  include  limits  on  specific  services 
(e.g.,  OT,  PT,  speech),  on  bed  reservations  for  hospitalized  recipients,  on 
administrative  days,  and  on  services  by  out-of-State  long-term  care  facilities. 

The  right-hand  side  of  Table  32  displays  limitations  on  intermediate 
care  facilities  for  the  mentally  retarded.     ICF  services  may  include  services 
provided  in  an  institution  for  the  mentally  retarded  or  persons  with  related 
conditions  if  (42  CFR  440.150(c-e)): 

•  The  primary  purpose  of  the  institution  is  to  provide  health 
or  rehabilitative  services  for  mentally  retarded  individuals 
or  persons  with  related  conditions; 

•  The  institution  meets  the  requirements  that  an  ICF  must  meet 
to  obtain  certification  from  the  State;  and 

•  The  mentally  retarded  recipient  for  whom  payment  is  requested 
is  receiving  active  treatment  as  defined  in  42  CFR  435.1009. 

This  optional  service  is  provided  by  49  Jurisdictions  with  Wyoming  the  only 
State  not  providing  ICF-MR  services. 
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TABLE  32 


3/31/84 


ox 


srflrE 

RL  RSHMR 

M-flSKn 

RKKWISRS 

CftLIFORNIR 

COLORMIO 

CONNECT! cur 
OCLnUMtE 

01 sr  coLunBiR 

rL ORION 
GEOKGin 

HNUnil 

lONHO 

ILLINOIS 

INOIRNN 

lOUA 

KNNSHS 

KENFUCKV 

LOUISIRNN 

miNE 

nRRVLHNO 

rmssncHusErrs 

mCHIGNN 

mNNEsorfl 

nississippi 

nissouRi 


sunnmtv  of  LinirRnoNS  on  opriONRL  services 

INrERNEOIRrE  CRRE  FHCILIFV  SERVICES  INFERnEDIRrE  CRRE  FHCILITV  SERVICES  FOR  nENTRLLV 


RErRROEO 


TRIOR 

Nor  NO     RurHORizRrioN       periodic  ofher 

PROVIDED  Linirs         REQUIRED       RERUIHORIZRIION  LINITS 


NOr  NO 

PROVIDED  Linirs 


PRIOR 
RUTHORIZRnON 
REQUIRED 


PERIODIC 
RERUrHORIZRIION 


OIHER 

Linirs 


M 
M 
H 
M 


M 
M 


M 
K 


K 
K 
K 
K 
H 


X 
M 


H 
M 
M 
K 


M 
N 


K 
H 


M 
M 


K 
H 
K 
H 


K 
K 


K 
H 
H 

K 
K 
K 


N 
K 
K 
N 
N 


K 
M 


M 
K 


nONrRNfl 

NEBRRSKR 

NEVROR 

NEU  HRnrSNIRE 
NEU  JERSEV 

NEU  HEKICO 
NEU  VORK 
N  CRROLINR 

N  omcorR 

OHIO 


H 
K 
K 


K 
M 


K 
tt 


OKLRHOnR 
OREGON 
PENNSVLVRNIR 
RHODE  ISLRND 
S  CRROLINR 

S  ORKOrR 
TENNESSEE 
TEKRS 
UTRH 
VERNON T 

VIRGINIR 
UASHINGTON 
U  VIRGINIR 
UI SCONS IN 
UVOniNG 

TOTRL  SFRTES 
X  TOTRL  U.S.  * 
FOR  CRTEGORV 


O 
0.0 


N 

17 
22.6 


K 
M 


22 
-1^.3 


? 

19.2 


13 
■40.  1 


N 
1 

o.o 


K 
M 


K 
K 


22 

12.9 


M 
H 

M 
K 


N 
M 


18 

37.9 


9 

a. 2 


9 

19.2 


Twenty-two  States,  accounting  for  42.9  percent  of  total  Medicaid  expendi- 
tures for  ICF-MR  services,  place  no  limits  on  ICF-MR  services.  Eighteen  States 
require  prior  authorization  and  five  of  the  18  States  require  periodic  reauthor- 
ization.   Nine  States  place  "other  limits'*  on  ICF-MR  services.    These  "other 
limits"  include  such  items  as  limiting  services  to  instate  facilities,  specify- 
ing the  professional  staff  that  will  determine  the  certification  of  need  and 
level  of  placement  and  the  time  period  within  which  level  of  care  must  be 
determined. 

Services  for  Individuals  65+  in  Tuberculosis  Institutions 

A  State  may  choose  to  provide  any  of  three  levels  of  care  for  inpatient 
services  to  individuals  age  65  or  older  in  institutions  for  tuberculosis  (42 
CFR  440.140).     Those  levels  of  care  are  inpatient  hospital,  skilled  nursing 
facilities,  and  intermediate  care  facilities.  Inpatient  hospital  services  for 
individuals  age  65  or  older  in  institutions  for  tuberculosis  (TB)  refers  to 
services  provided  under  the  direction  of  a  physician  for  the  care  and  treatment 
of  recipients  in  an  institution  for  tuberculosis  that  meets  the  requirements 
under  Medicare.    The  institution  is  primarily  engaged  in  providing  diagnosis, 
treatment,  or  care  of  individuals  with  tuberculosis,  including  medical  attention, 
nursing  care,  and  related  services.    Table  33  shows  that  31  States,  accounting 
for  55.9  percent  of  total  Medicaid  expenditures  for  all  services,  do  not 
provide  inpatient  hospital  services  for  individuals  age  65  and  older  in  TB 
Institutions.     Thirteen  States  provide  the  service  with  no  limitations,  two 
States  require  prior  authorization  and  five  States  have  "other  limits". 
"Other  limits"  include  limited  to  services  in  State  institution  and  must  be 
certified  as  medically  necessary  by  the  attending  physician  in  the  TB  institu- 
tion. 

Skilled  nursing  facility  services  for  individuals  age  65  or  older  in 
institutions  for  tuberculosis  refers  to  SNF  services,  as  defined  for  other 
Medicaid  recipients,  that  are  provided  in  institutions  for  tuberculosis. 
Forty-four  States  do  not  provide  SNF  services  to  individuals  age  65  and  older 
in  TB  institutions.    These  44  States  account  for  78.2  percent  of  total  Medicaid 
expenditures  for  all  services.    Five  States  provide  SNF  services  with  no 
limitations,  one  State  requires  prior  authorization,  and  one  State  has  other 
limits" . 

Intermediate  care  facility  services  for  individuals  age  65  or  older  in 
institutions  for  tuberculosis  refers  to  ICF  services,  as  defined  for  Medicaid 
recipients,  that  are  provided  to  recipients  who  are  determined  to  be  in  need 
of  services  in  institutions  for  tuberculosis.    Forty-four  States  do  not 
provide  ICF  services  for  individuals  age  65  or  older  in  institutions  for 
tuberculosis.     Those  44  States  expend  78.2  percent  of  total  Medicaid  dollars 
for  all  services.    Five  States  provide  ICF  services  with  no  limitations,  one 
State  requires  prior  authorization  for  ICF  services,  and  one  State  has  "other 
limits". 
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TABLE  33 


3/31/84 


sunimKV  OF  uinirRTiONs  on  oenoNML  services 

SERVICES  FOK  INOIVIOUnLS  69t    IN  FB  INSTITUriONS 

iNPnriENr  hospitrl  skilled  nursing  rnciLiriES  iNiERnEoiRrE  crre  frcilities 
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VIRGINIR  -  X  -  M  -  -  -  X- 

IMSHINCrON  -  X  -  -M  -  -  -  K 

U  VIRCINIR  K  -  -  N  -  -  -  K- 

UISCONSIN  X  -  -  X  -  -  X- 

UVOnlNG  X  -  X  -  X- 

rorflL   SfRTES  31  13  2  3  S  II  1-13  1 
iL  rOIRL  U.S.  * 

FOR  CRIECORV  39.9  29.9  11.9  1?.3  78.2  10.7  11.0  11. O  76.2         10.7  11. O 


Services  for  Individuals  65+  in  Mental  Institutions 

A  State  may  choose  to  provide  services  of  any  of  three  levels  of  care  for 
individuals  age  65  or  older  in  institutions  for  mental  diseases  (42  CFR 
440.140).    These  services  include  inpatient  hospital  services,  SNF  services, 
and  ICF  services.    An  institution  for  mental  disease  is  defined  to  be  one  that 
meets  the  requirements  under  Medicare  except  the  requirements  for  admission 
reviews  and  utilization  review  if  the  institution  has  been  granted  a  waiver  of 
UR  plan  requirements.     Services  provided  are  diagnosis,  treatment,  and  care  of 
individuals  with  mental  diseases  including  medical  care,  nursing  care,  and 
related  services.    Limitations  on  these  services  are  displayed  on  Table 
34 . 

Inpatient  hospital  services  for  individuals  age  65  or  older  in  institu- 
tions for  mental  diseases  refer  to  services  provided  under  the  direction  of  a 
physician  for  the  care  and  treatment  of  recipients  in  an  institution  for 
mental  diseases.    Nine  States  do  not  provide  inpatient  hospital  services  for 
individuals  age  65  or  older  in  institutions  for  mental  diseases.  Twenty-four 
States,  accounting  for  32.1  percent  of  total  Medicaid  expenditures  for  mental 
health  inpatient  services,  provide  Inpatient  hospital  services  with  no  limita- 
tions.   Five  States  require  prior  authorization  and  13  States  place  "other 
limits"  on  inpatient  hospital  services  for  individuals  age  65  or  older  in 
institutions  for  mental  diseases.    The  "other  limits"  include  limits  on  days 
in  approved  private  institutions,  services  must  be  provided  in  State  institu- 
tions and  services  limited  to  those  recipients  who  are  not  eligible  for  and/or 
have  exhausted  their  Title  XVIII  benefits. 

Skilled  nursing  facility  services  for  individuals  age  65  or  older  in 
Institutions  for  mental  diseases  refers  to  SNF  services  that  are  provided  in 
institutions  for  mental  diseases.     SNF  services  are  not  provided  in  28  States. 
Eleven  States  provide  SNF  services  for  the  aged  without  limits  and  expend  23.1 
percent  of  total  Medicaid  dollars  spent  for  SNF/ICF  mental  health  services  for 
the  aged.    Eight  States  require  prior  authorizaton  and  six  States  place  "other 
limits"  on  SNF  services.     "Other  limits"  include ■ limited  to  instate  facilities, 
prior  authorization  for  specific  services,  and  institutional  service  provided 
is  subject  to  limitations  specified  for  that  service. 

Intermediate  care  facility  services  for  individuals  age  65  and  older  in 
institutions  for  mental  diseases  refer  to  ICF  services  that  are  provided  to 
recipients  who  are  determined  to  be  in  need  of  this  service  and  are  in  institu- 
tions for  mental  diseases.    Twenty-two  States  do  not  provide  ICF  services  for 
this  population.     Fourteen  States  provide  ICF  services  with  no  limitations, 
ten  States  require  prior  authorization  and  eight  States  have  "other  limits". 
"Other  limits"  include  limited  to  instate  facilities,  facility  must  be  located 
near  to  a  community  mental  health  center  and  be  affiliated  with  its  resources, 
and  prior  authorization  required  for  nonroutine  therapy. 
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Services  for  Individuals  Age  21  and  Under 


States  may  elect  to  provide  two  types  of  services  for  individuals  age  21 
and  under:     skilled  nursing  facility  services  and  inpatient  psychiatric 
services.     "Skilled  nursing  facility  services  for  individuals  under  age  21" 
(42  CFR  440.170  (d))  are  defined  to  be  those  services  as  specified  previously 
that  are  provided  to  recipients  under  21  years  of  age.    Table  35  shows  that 
SNF  services  for  this  population  are  not  provided  by  five  States.  Eighteen 
States  provide  SNF  services  to  recipients  under  21  years  of  age  with  no  limits 
Imposed  and  those  States  account  for  14.2  percent  of  total  Medicaid  expenditures 
for  all  SNF  services.    Prior  authorization  is  required  by  22  States  accounting 
for  61.6  percent  of  expenditures  and  "other  limits"  are  imposed  by  11  States 
accounting  for  36.8  percent  of  total  Medicaid  expenditures  for  all  SNF  services. 

Inpatient  psychiatric  services  for  individuals  under  age  21  refer  to 
services  that  are  provided  under  the  direction  of  a  physician  and  are  provided 
in  an  accredited  facility  or  program  (42  CFR  440.160).    Federal  regulations 
further  specify  certification  of  need,  active  treatment,  and  individual  plans 
of  care.    Fourteen  States  do  not  provide  inpatient  psychiatric  services  to 
individuals  under  age  21  (Table  35).    Twenty-six  States  provide  inpatient 
psychiatric  services  with  no  limitations.    These  26  States  account  for  30.6 
percent  of  total  Medicaid  expenditures  for  inpatient  psychiatric  facility 
services  for  individuals  under  21.    Two  States  require  prior  authorization  and 
eight  States  have  "other  limits"  on  inpatient  psychiatric  services.  "Other 
limits"  include  restricted  to  inpatient  facilities,  services  provided  only 
after  recertif ication  that  available  local  community  resources  for  ambulatory 
care  do  not  meet  individual  treatment  needs,  and  occupational/recreational 
therapy  must  be  ordered  in  writing  by  a  physician. 

Prescribed  Drugs 

Prescribed  drugs  are  simple  or  compound  substances  or  mixture  of  substances 
prescribed  for  the  cure,  mitigation,  or  prevention  of  disease,  or  for  health 
maintenance  that  are  prescribed  by  a  physician  or  other  licensed  practitioner 
of  the  healing  arts  within  the  scope  of  their  professional  practice  as  defined 
and  limited  by  Federal  and  State  law  (42  CFR  440.120).    The  drugs  must  be 
dispensed  by  licensed  authorized  practitioners  on  a  written  prescription  that 
is  recorded  and  maintained  in  the  pharmacist's  or  practitioner's  records. 
(Drugs  provided  to  institutionalized  Medicaid  recipients  are  not  included  in 
the  following  discussion  because  they  are  provided  as  part  of  the  range  of 
services  provided  by  the  particular  type  of  institutions  rather  than  as  a 
separate  service). 

Table  36  displays  limitations  on  prescribed  drugs.    Two  States,  Alaska 
and  Wyoming,  do  not  provide  prescribed  drugs  as  a  separate  service  to  Medicaid 
recipients.     States  place  limits  on  prescription  quantities  in  three  different 
ways:     number  of  prescriptions  that  can  be  filled  in  a  certain  time  period, 
number  of  prescriptions  that  can  be  refilled  in  a  certain  time  period,  and 
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quantity  of  each  prescription.    Fourteen  States  place  limits  on  the  number  or 
cost  of  prescriptions  that  can  be  filled  in  a  certain  time  period  and  expend 
29.8  percent  of  total  Medicaid  expenditures  for  drugs.    The  range  was  fr^ 
hree  to  six  prescriptions  that  can  be  filled  per  m^nth.    Thlrty^two  sfa^s 
limit  the  number  of  refills  per  prescription  allowable  in  a  certain  time 
period    accounting  for  76.4  percent  of  total  Medicaid  expenditures  for  drugs. 
The  majority  of  States  with  this  limitation  allow  five  refills  every  six 
months.  ' 


medlJ^'^f^""^^!  ^^^"^  prescribed  drugs  by  restricting  the  quantity  of 
and  tw "fount  fo^'s!  T""''''""*    ^^"^-two  States  impose  this  limitation 
Gelr^tw  ^  ?    ?       percent  of  total  Medicaid  expenditures  for  drugs. 

?r^  a °^  ^^^^       °°"hs  supply  and  ranges 
fer^r  "T  ^  '°  ^  ""PP^y-    Thirty-eight  States  choose  to  cover 

nZilliT  °^^^Jhe-counter  drugs  and  they  account  for  85.6  percent  of  total 

status  Jefrn         ^         ^^IV    '^"^y-^i-  States  have  restrictive  formulary 
status  (64.8  percent  of  expenditures);  twenty-five  States  require  prior 
authorization  on  certain  drugs  (50.4  percent  of  expenditures);  aL  sixteen 

'lllll  uT.  "T^'  'i""''"  ^"-^  P""°^  °^  expenditures).    Somfof  Se 
other  limits    imposed  on  prescribed  drug  services  are  that  brand  name  drug 
services  must  be  documented  as  medically  necessary,  refills  must  be  filled  by 
same  pharmacy  as  original  prescription  and  flu  and  pneumococcal  vaccines  are 
covered  only  for  persons  age  65  and  over. 

Other  Optional  Services  and  Equipment 

or  n^J^J^'t?  services  are  preventive,  diagnostic,  therapeutic,  rehabilitative 
or  palliative  items  or  services  provided  to  an  outpatient,  by  or  under  the 
direction  of  a  physician  or  dentist,  by  a  facility  that  is  not  part  of  a 
?4rJ^  440%^?  °^8anized  and  operated  to  provide  medical  care  to  outpatients 
(42  CFR  440.90).  As  presented  in  Table  37,  three  States  (Alabama,  Rhode 
Island,  and  Texas)  do  not  provide  clinic  services.    Ten  States,  expending  30.6 
percent  of  total  Medicaid  dollars  for  all  services,  provide  clinic  serv^^es 
with  no  limits.    Thirteen  States,  accounting  for  23.6  percent  of  total  Medicaid 
il  lVl      I  ^^^."^^^"8.  require  prior  authorization  for  clinic  services  and 
36  States  have    other  limits".    These  "other  limits"  include  limitations  on 
Community  Mental  Health  Center  visits  and  limits  on  specific  services  and  by 
specific  practitioners.    The  36  States  account  for  61.6  percent  of  total 
Medicaid  expenditures  for  all  services. 

Emergency  hospital  services  is  an  optional  service  provided  in  forty-two 
States.    Emergency  hospital  services  refer  to  services  that  are  necessary  to 
prevent  death  or  serious  impairment  of  the  health  of  a  recipient  and  because 
of  the  threat  to  life  or  health  necessitates  the  use  of  the  most  accessible 
hospital  available  that  is  equipped  to  furnish  the  services  (42  CFR  440.170(e)). 
The  services  will  be  provided  at  such  a  hospital  even  if  it  does  not  meet  the 
conditions  for  participation  under  Medicaid  or  the  definition  of  inpatient  or 
outpatient  hospital  services.     Twenty-one  States  provide  emergency  hospital 
services  with    no  limitations  and  expend  44.5  percent  of  total  Medicaid 
expenditures  for  all  services.    Two  States  require  prior  authorization  and  21 
States  place    other  limits"  on  services.    Generally,  these  "other  limits"  are 
those  that  a  State  normally  imposes  on  inpatient  and  outpatient  hospital 
services. 
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Private  duty  nursing  services  are  not  provided  in  30  States  and  account 
for  52.9  percent  of  total  Medicaid  expenditures  for  all  services.    Two  States, 
the  District  of  Columbia  and  North  Dakota,  place  no  limits  on  private  duty 
nursing.    Prior  authorization  is  required  by  13  States  accounting  for  35.4 
percent  of  total  Medicaid  expenditures  for  all  services.     "Other  limits"  are 
Imposed  by  10  States  accounting  for  17.7  percent  of  total  Medicaid  expenditures 
for  all  services.     "Other  limits"  include  limits  on  services  provided  in 
specific  settings;  e.g.,  only  inpatient  hospitals,  and  services  limited  to  a 
specified  number  of  days. 

Christian  Science  sanitoria  services  refer  to  services  that  are  provided 
in  Christian  Science  sanitoriums  that  are  operated  by,  or  listed  and  certified 
by,  the  First  Church  of  Christ,  Scientist,  Boston,  Massachusetts  (42  CFR 
440.170(c)).    These  services  are  not  provided  by  33  States  which  account  for 
49.4  percent  of  total  Medicaid  expenditures  for  all  services.    Eight  States 
(17.4  percent  of  all  expenditures)  place  no  limitations  on  Christian  Science 
sanitoria  services.    Two  States  require  prior  authorization  for  this  service 
and  nine  States  place  other  limits  on  Christian  Science  sanitoria  services. 
Examples  of  "other  limits"  are  limits  on  number  of  days,  limits  on  type  of 
facility  (e.g.,  ICFs  only),  and  limits  on  types  of  services  provided  (e.g., 
treatment  with  prayer  or  spiritual  means  alone  not  provided). 

Christian  Science  nursing  services  refer  to  services  provided  by  nurses 
who  are  listed  and  certified  by  the  First  Church  of  Christ,  Scientist,  Boston, 
Massachusetts  (42  CFR  440.170(b)).    The  services  must  be  requested  by  the 
visiting  nurse  organization.    These  nursing  services  are  not  provided  by  45 
States  accounting  for  90.3  percent  of  total  Medicaid  expenditures  for  all 
services.    Four  States,  Indiana,  Maine,  Massachusetts,  and  New  Hampshire, 
provide  Christian  Science  nursing  services  with  no  limits  imposed.  Wisconsin 
places  the  limitation  that  nursing  services  rendered  in  connection  with 
treatment  by  prayer  or  spiritual  means  alone  are  not  provided. 

Optometrists  are  included  in  the  42  CFR  440.60  category  of  "medical 
or  other  remedial  care  provided  by  licensed  practitioners."    They  are  licensed 
practitioners  and  provide  medical,  remedial  care,  or  services  other  than 
physicians'  services,  within  the  scope  of  practice  as  defined  under  the  State 
law.    Table  39  shows  that  optometrists'  services  are  provided  in  all  States 
except  Tennessee  and  South  Dakota.     Seven  States  place  no  limitations  on 
optometrists'  services  while  25  States,  accounting  for  47.8  percent  of  total 
Medicaid  expenditures  for  "other  practitioners'  services,"  require  prior 
authorization.    Thirty-six  States  that  expend  75.7  percent  of  total  Medicaid 
dollars  for  "other  practitioners'  services"  have  other  limits  placed  on 
optometrists'  services.    Examples  of  these  "other  limits"  include  specific 
services  (e.g.,  orthoptics)  not  provided,  services  provided  only  following 
surgery,  and  number  of  eye  examinations  limited  for  a  given  time  period. 
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Limitations  on  eyeglasses  services  are  also  found  on  Table  39.  "Eyeglasses 
according  to  42  CFR  440.120(d)  refer  to  lenses,  including  frames,  and  other 
aids  to  vision  prescribed  by  an  optometrist  or  opthalmologist.    Eyeglasses  are 

Connecticut  is  the  only  State  which  provides  eyeglasses  without  limitations. 
Twenty-seven  States,  accounting  for  60.2  percent  of  total  Medicaid  expenditures 
for  ^J^""^^*^"'  "''"i"  P'^io'^  authorization.    Thirty-nine  States  accounting 
for  69.2  percent  of  expenditures  for  all  services,  place  "other  limits"  on 
eyeglasses.     These  "other  limits"  include  the  number  of  pairs  of  eyeglasses 
allowed  per  time  period,  restrictions  on  the  quality/price  of  lenses  and 
frames,  and  specific  diopter  criteria. 

Dental  services  are  an  optional  service  displayed  on  Table  39.  Dental 
services  (42  CFR  440.100)  refer  to  diagnostic,  preventive,  or  corrective 
procedures  provided  by  or  under  the  supervision  of  a  dentist.    The  services 
include  treatment  of: 

•  The  teeth  and  associated  structure  of  the  oral  cavity;  and 

•  Disease,  injury,  or  impairment  that  may  affect  the  oral  or 
general  health  of  the  recipient. 

A  dentist  is  defined  to  be  an  individual  licensed  to  practice  dentistry  or 
oral  surgery.  ' 

Six  States  do  not  provide  dental  services.    However,  these  six  States 
account  only  for  5.3  percent  of  total  Medicaid  expenditures  for  dental  services 
This  can  be  explained  by  the  fact  that  EPSDT  recipients  in  all  States  are 
provided  dental  services  as  a  result  of  conditions  noted  during  screenings. 
The  remaining  44  States  place  limits  on  dental  services;  30  States,  accounting 
for  69.3  percent  of  Medicaid  expenditures  for  dental  services,  require  prior 
authorization  and  41  States  place  other  limits  on  dental  services.    These  41 
States  expend  85.4  percent  of  total  Medicaid  dollars  for  dental  services. 
Examples  of    other  limits"  include  limited  emergency  treatment,  specific 
procedures  not  covered,  and  limits  on  number  of  exams,  procedures,  etc.. 
within  a  specific  time  period. 

Dentures  are  an  optional  service  provided  by  some  States.  Dentures 
are  defined  to  be  artificial  structures  made  by  or  under  the  direction  of  a 
dentist  to  replace  a  full  or  partial  set  of  teeth  (42  CFR  440.120).  Dentures 
are  not  provided  by  13  States  and  those  13  States  account  for  13.4  percent  of 
total  Medicaid  expenditures  for  all  services.     North  Dakota  places  no  limits 
on  denture  services.    Twenty-eight  States  require  prior  authorization  on 
dentures  and  account  for  65.8  percent  of  total  Medicaid  expenditures  for  all 
services.    Other  limits  are  placed  by  25  States  and  include  time  restrictions 
on  provisions  and  replacement  of  dentures,  and  specific  types  of  dentures  not 
covered. 
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Limitations  on  podiatrists'  services  are  found  on  Table  40.  Podiatrists' 
services  are  one  of  the  services  included  under  42  CFR  440.60,  "medical  or 
other  remedial  care  provided  by  licensed  practitioners."    These  services 
include  any  medical  or  remedial  care  provided  by  a  podiatrist  licensed  and 
within  the  scope  of  practice  as  defined  under  State  law.    Ten  States  do  not 
provide  podiatrists'  services  and  those  10  States  account  for  6.8  percent  of 
total  Medicaid  expenditures  for  "other  practitioner  services."    Examples  of 
other  practitioners"  include  chiropractors,  professional  nurses,  podiatrists, 
psychologists,  optometrists  and  Christian  Science  practitioners  and  naturopaths. 

Four  States,  Montana,  North  Dakota,  Texas,  and  West  Virginia,  offer 
podiatrists'  services  without  limitations.     Fifteen  States,  accounting  for 
47.4  percent  of  total  Medicaid  expenditures  for  other  practitioner  services, 
require  prior  authorization  for  podiatrists'  services.    Thirty-two  States 
(60.4  percent  of  expenditures)  place  "other  limits"  on  podiatrists'  services 
which  range  from  limitations  on  type  of  treatment  modality  provided  to  limits 
on  number  of  visits  in  a  given  time  period. 

Limitations  on  chiropractors'  services  are  also  found  on  Table  40  and  are 
Included  under  42  CFR  440.60  "medical  or  other  remedial  care  provided  by 
licensed  practitioners."    Chiropractors'  services  are  defined  to  include  only 
services  that  consist  of  treatment  by  means  of  manual  manipulation  of  the 
spine  that  the  chiropractor  is  legally  authorized  by  the  State  to  perform.  In 
addition  to  being  licensed  by  the  State,  the  chiropractor  must  also  meet  the 
standard  Issued  by  the  Secretary  of  HHS.    These  standards  include  age,  education, 
and  licensure  standards. 


Chiropractors'  services  are  not  covered  as  an  optional  service  in  23 
States  which  account  for  27.1  percent  of  total  expenditures  for  "other  practi- 
tioner services."    Three  States,  Connecticut,  Nebraska  and  North  Dakota,  place 
no  limitations  on  chiropractors'  services.     Prior  authorization  is  required  by 
five  States  and  23  States  place  other  limits  on  chiropractors'  services.  The 
23  States  account  for  66.4  percent  of  total  Medicaid  expenditures  for  other 
practitioner  services.    The  "other  limits"  include  only  emergency  care  provided 
and  limits  on  number  of  visits  per  recipient  per  time  period. 

Limitations  on  other  practitioners'  services  are  found  on  Table  40. 
Optometrists',  podiatrists',  and  chiropractors'  services  have  been  discussed 
above.    Thus,  the  "other  practitioners'  services"  displayed  in  this  table 
Include  psychologists,  professional  nurses.  Christian  Science  practitioners, 
and  naturopaths,  (42  CFR  440.60).    These  services  are  not  provided  in  17 
States  and  the  17  States  expend  15.4  percent  of  total  Medicaid  expenditures 
for  other  practitioner  services  (including  optometrists,  podiatrists  and 
chiropractors).  One  State,  New  York,  offers  other  practitioner  services  with 
no  limitations.    Ten  States  require  prior  authorization  and  expend  18.7 
percent  of  total  Medicaid  expenditures  for  other  practitioner  services. 
Thirty-two  States  place  other  limits  on  other  practitioner  services.    These  32 
States  account  for  72.7  percent  of  total  Medicaid  expenditures  for  other 
practitioner  services.    The  "other  limits"  they  place  on  these  services 
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include  limits  oa  number  of  visits  to  psychologists,  certain  types  of  therapy 
(sensitivity  training)  not  covered,  naturopathic  services  reviewed  for  appro- 
priateness of  billing,  and  audiologists '  services  limited  to  the  provision  of 
hearing  aids  only. 

Prosthetic  devices  are  defined  by  42  CFR  440.120(c)  to  mean  replacement, 
corrective,  or  supportive  devices  prescribed  by  a  physician  or  other  licensed 
practitioner  of  the  healing  arts  within  the  scope  of  practice  as  defined  by 
State  law.    The  devices  must: 

•  Artificially  replace  a  missing  portion  of  the  body; 

•  Prevent  or  correct  physical  deformity  or  malfunction; 
or 

•  Support  a  weak  or  deformed  portion  of  the  body. 

Four  States,  Idaho,  Mississippi,  North  Carolina  and  Virginia,  do  not  provide 
prosthetic  devices.    Those  four  States  account  for  4.4  percent  of  total 
Medicaid  expenditures  for  all  services.    The  States  of  Maine  and  North  Dakota 
provide  prosthetic  devices  without  limitations.    Thirty-one  States,  accounting 
for  75.7  percent  of  total  Medicaid  expenditures  for  all  services,  require 
prior  authorization  and  29  States  place  other  limits  on  prosthetic  devices. 
The  other  limits  placed  by  the  29  States  (76.8  percent  of  expenditures) 
include  certain  devices  provided  only  to  recipients  under  age  21,  restrictions 
on  number  of  devices  provided,  repair  of  devices,  and  provided  only  on  a 
physician's  order. 

Limitations  on  physical  therapy  services  are  displayed  on  Table  41. 
Physical  therapy  according  to  42  CFR  440.110(a)  refers  to  services  prescribed 
by  a  physician  and  provided  to  a  recipient  by  dr  under  the  direction  of  a 
qualified  physical  therapist.    To  be  a  qualified  physical  therapist  an  indi- 
vidual must  be  licensed  by  the  State,  where  applicable,  and  be  a  graduate  of  a 
program  of  physical  therapy  approved  by  both  the  Council  on  Medical  Education 
of  the  American  Medical  Association  and  the  American  Physical  Therapy  Associa- 
tion or  its  equivalent.     Physical  therapy  includes  any  necessary  supplies  and 
equipment . 

Physical  therapy  services  are  not  provided  by  14  States  while  Alaska, 
Connecticut,  North  Dakota  and  Virginia  provide  physical  therapy  services 
without  limitations.     Seventeen  States  require  prior  authorization  for  physical 
therapy  services  and  account  for  57.7  percent  of  total  Medicaid  expenditures 
for  all  services.    Twenty-five  States  place  "other  limits"  on  these  services 
and  account  for  47.7  percent  of  total  Medicaid  expenditures.     "Other  limits" 
include  specific  procedures  not  provided,  limited  to  specific  number  of 
modalities  per  recipient  per  time  period  and  limited  to  specified  groups  of 
recipients  (e.g.,  home bound ) . 

Occupational  therapy  is  offered  as  an  optional  service  to  recipients 
in  27  States.    Occupational  therapy  (42  CFR  440.110(b))  refers  to  services 
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prescribed  by  a  physician  and  provided  to  a  recipient  by  or  under  the  direction 
of  a  qualified  occupational  therapist.    A  qualified  occupational  therapist  is 
an  individual  who  is  either  registered  by  the  American  Occupational  Therapy 
Association  or  who  is  a  graduate  of  an  approved  occupational  therapy  program 
(by  the  Council  on  Medical  Education  of  the  American  Medical  Association)  and 
engaged  in  the  supplemental  clinical  experience  required  by  the  American 
Occupational  Therapy  Association.    Occupational  therapy  services  include  any 
necessary  supplies  and  equipment. 

Twenty-three  States  accounting  for  29.8  percent  of  total  Medicaid  expendi- 
tures for  all  services  do  not  provide  occupational  therapy  services.  Alaska, 
North  Dakota  and  Virginia  provide  these  services  without  limitations.  Twelve 
States  that  expend  49.8  percent  of  total  Medicaid  dollars  for  all  services 
require  prior  authorization  for  occupational  services.    Twenty-one  States 
(60.6  percent  of  total  expenditures)  place  "other  limits"  on  occupational 
therapy  services.    Examples  of  other  limits  include  limits  on  number  of  visits 
per  recipient  per  time  period,  services  limited  to  specific  programs  (e.g., 
rehabilitative,  recuperative),  and  services  of  privately  practicing  therapists 
not  covered. 

Services  for  individuals  with  speech,  hearing  and  language  disorders 
are  provided  as  an  optional  service  in  33  States.    These  services  are  diagnostic, 
screening,  preventive,  or  corrective  services  provided  by  or  under  the  direction 
of  a  speech  pathologist  or  audiologist  for  which  a  patient  is  referred  by  a 
physician  (42  CFR  440.110(c)).     It  includes  any  necessary  supplies  and  equipment. 
A  speech  pathologist  or  audiologist  is  an  individual  who  has  a  certificate  of 
clinical  competence  from  the  American  Speech  and  Hearing  Association,  has 
completed  the  equivalent  educational  requirements  and  work  experience  necessary 
for  the  certificate,  or  has  completed  the  academic  program  and  is  acquiring 
supervised  work  experience  to  qualify  for  the  certificate. 

Speech,  hearing  and  language  services  are  not  provided  in  17  States 
while  Alaska,  Connecticut  and  North  Dakota  are  the  only  States  which  provide 
speech,  hearing  and  language  services  without  limitations.    Eighteen  States, 
accounting  for  54.7  percent  of  total  Medicaid  expenditures  for  all  services, 
require  prior  authorization  and  25  States  place  other  limits  on  speech, 
hearing  and  language  services.    These  25  States  (47.4  percent  of  total  expendi- 
tures) place  limits  that  range  from  certificates  of  need  to  services  of 
privately  practicing  therapists  not  covered  to  limits  per  recipient  per  time 
period  by  facility  type  (e.g.,  home  health  agency,  visiting  nursing  association). 

Diagnostic  services  (42  CFR  440.130(a))  include  medical  procedures  or 
supplies  recommended  by  a  physician,  or  other  licensed  practitioner  of  the 
healing  arts,  within  the  scope  of  his  practice  under  State  law.    The  services 
must  enable  the  practitioner  to  identify  the  existence,  nature  or  extent  of 
illness,  injury,  or  other  health  deviation  in  a  recipient. 
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32  <;^!^»    /    displays  limitations  on  diagnostic  services  and  shows  that 
32  States  do  not  provide  this  service.    Ten  States  (38.1  percent  of  totll 
rlt  ni  t  f  P"vide  diagnostic  services  with  no  limitatloas 

s^rvicL  and  1  f P^^-  authorization  foJ  dilgnoatic 
"ot^ir  !imJL"  ^  °°  services.    Types T 

all  in  i  f  ''^"'^^  restrictions  on  the  number  of  Pap  smears  in  MichJLn 

wUh  dl^^       r  ''-^'"•^  ^°  "'^•^^l  °f  apnea  monitors  for  inffnts 

with  diagnosed  near-miss  sudden  infant  death  syndrome. 

t««t«^''r"^°^"''''^"^  ^''^         440.130(b))  refer  to  the  use  of  standardized 
^opSaflo^^""f '  direction  in  the  mass  examination  of  a  desig^^ed 

Sc?einlir       f      "         existence  of  one  or  more  particular  diseases! 
3^  8  nerL'r  ^f"  P"^'^^**  ^^ght  States  (e^e;din8 

SeiL  St^r    °f  P^^"  °°  l^-^^^  °°  screenlS  semces. 

!e^?ces  ^0%^  f  ?  °°  •^^^^^  "hlch  range  from  limit"! 

^  '°/"^P^«°'^«  age  21  while  other  States  limit  ?he  freque^y  of 

explLuures  P"""^^  °^  ^-^^  MeX'd 

Limits  on  preventive  services  are  displayed  on  Table  42  with  nine  States 
?r  'SlsSrir''"'  r""'"^  licitatLns.     Preventive  Services  42 

cZa^V  ^""^^"^  '^'^  P"^""^  disease,  disability,  and  other  health 

oromotl°"h  °y  '^^^^'^  P"8«"ion;  services  that  prolong  lif^;  and  services  tLt 
ri"^  ^'^'l  efficiency.    Preventive  services  must 

wItS  n  tJ:  SCO  '  'J^''"'"?  °"  ''""^^'^  practitioner  of  the  hlaU^arts 

within  the  scope  of  practice  under  State  law. 

.ron.,!I*^r^"/T.^*'^*'"  ^°         provide  preventive  services  and  those  32  States 
account  for  44.1  percent  of  total  Medicaid  expenditures  for  all  services  iSe 
S  :  es    Uce'-o^f  Washington  require  prior  authorization  and  s^"; 

u™ir«"^  y  °°  preventive  services.    The  States  placing  "other 

ei^eSdituresT/'n'  '"f"'  ---ounte^  for  20.3  percent  of  total  HeTicaiT 
ITJlt^  Z  ^^e'^i"^-    Examples  of  other  limits  include  services 

a  focA  nLlll  n       ^^'^"^"'^i^-^  «^hat  are  not  available  without  cost  through 
Li?^h  r  ^       Department,  services  limited  to  those  provided  by  a  Mental 

u::ir'whL°ri;;erfa!r'"^  ^"'^"^  "  °^  -'^^ 

cpr^.^^^'^^^^^'^i^''^  services  (42  CFR  440.130(d))  are  medical  or  remedial 
reII^^!n^  r  °'  P^^''^*^       ""^^'^^  disability  and  restoration  of  a 

ed       r^hf.  "  ^^"'^'^  functional  level.    The  services  must  be  recommend- 

ed by  a  physician  or  other  licensed  practitioner  of  the  healing  arts  within 

III  IIZU        .  'k'"''"  S^"-  P^-^-  limits  on 

the  provision  of  these  services.    Twenty-three  States,  accounting  for  30.2 

?ehahl^^^  ^^°'"'  """J'''^"  expenditures  for  all  services,  do  not  provide 

orJor  aitS^il^  17    l^V     '^^^^"'^  ^^^'^  P"""^*^  °f  expenditures)  require 

prior  authorization  before  provision  of  the  services  and  13  States  (49.3 

iT^'^^T"^  P^^"  ^^"^'^^        rehabilitative  services.  Other 

limits  include  services  limited  to  specific  number  per  recipient  per  time 

?h!v°f'ii  '°  limitation  of  each  service  category  under  which 

they  fall,  and  services  limited  to  provision  of  blood  for  specific  conditions. 
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MEDICALLY  NEEDY  COVERAGE  AND  LIMITATIONS 


A  State  plan  must  specify  that,  as  a  minimum,  categorically  needv  recln- 
wrH"%r°"'^?'         -ndatory  services.    Additionally,  State  plla 


Prenatal  care  and  delivery  services  for  pregnant  women; 

Ambulatory  services  to  individuals  under  age  18  and  indi- 
viduals entitled  to  institutional  services; 

•  Home  health  services  to  individuals  entitled  to  SNF  ser- 
vices; and 

•  If  the  State  plan  includes  services  either  in  institutions 
for  mental  diseases  or  in  ICF-MRa,  it  must  offer  either  of 
the  following  to  each  of  the  medically  needy  group: 

~  "'^^^'^^^  contained  in  42  CFR  sections  440.10  through 

440.50  and  440.165  (to  the  extent  nurse-midwives  are 
authorized  to  practice  under  State  law  or  regulations); 
or  o  /» 

"    y?^!ln''y^^^^  contained  in  any  seven  of  the  sections  in 
42  CFR  440.10  through  42  CFR  440.165. 

w?thm^rLr°\^"  addition,  provide  any  other  services  to  the  medically  needy 
without  being  bound  by  requirements  pertaining  to  a  minimum  number  of  services 
Stata^v    ff""''"''°'"'/"'*  non-institutional  services.    Furthermore!  a 
lirll  Tl  ?  °^  services  for  a  certain  medically  needy  grou^ 

Without  being  required  to  offer  them  to  all  the  medically  needy  groups. 

Summary  of  Limitations 

hpvonl^^i!  ^3  displays  a  summary  of  the  limitations  on  medically  needy  services 
fl«t  S^«^!^        '^'^:/"«8«i"lly  needy.     In  1984.  Oregon  became  the  thirty- 
fame  .0^!™%^"!  ^  medically  needy  program,  and  24  of  the  31  have  the 
same  coverage  for  mandatory  services  for  all  medically  needy  groups  as  for  the 
categorically  needy.    These  24  States  account  for  64.2  percent  of  total 
?!firv  expended  by  the  States  with  Medically  Needy  programs. 

Twenty  States  have  the  same  coverage  for  optional  services  for  all  medically 

I         categorically  needy.    Thus,  in  20  of  the  31  States 
with  medically  needy  programs,  the  services  are  the  same  for  all  recipients. 

Mandatory  and  Optional  Service  Limitations 

4n  „kI*J^^       displays,  for  both  mandatory  and  optional  services,  those  States 
rLn  tl  coverage  is  more  restrictive  for  all  medically  needy  groups 

than  the  coverage  for  categorically  needy  groups.     ("NP-  denotes  that  a  service 
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KEY:     S  -  SAME  AS  LIMITATIONS  FOR  CATEQGRICALLY  NEEDY 


S 

s 

s 
s 


s 
s 
s 


s 
s 


s 
s 
s 


24 
64.2 


S 
S 

s 
i 

20 
57.2 
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is  not  provided  to  the  Medically  Needy  whereas,  if  a  service  is  not  provided 
to  both  the  categorically  needy  and  the  medically  needy,  it  la  denoted  by  an 
b  ).    Seven  States  have  more  restrictive  limitations  on  the  medically  needy 
tor  at  least  one  mandatory  service.    Outpatient  hospital  services  are  more 
restrictive  in  Rhode  Island  and  Wisconsin;  SNF  services  are  not  provided  in 
Arkansas,  Louisiana,  Oklahoma  and  Tennessee;  EPSDT  services  are  not  provided 
in  Washington;  family  planning  services  are  more  restrictive  in  Washington; 
and  home  health  services  are  not  provided  in  Oklahoma,  and  more  restrictive  in 
Washington. 

Table  44  also  displays  the  status  of  limitations  on  optional  services 
for  all  medically  needy  groups  as  compared  to  the  same  services  provided 
to  the  categorically  needy.    Kansas  has  more  restrictive  limitations  on  one 
optional  service  and  ten  States  have  more  restrictive  limitations  on  three  to 
eight  optional  services. 

In  most  States,  coverage  of  the  medically  needy  as  of  March  1984  is 
the  same  as  that  in  effect  in  March  1983.    Only  one  State,  Illinois,  indicated 

^"^P^  °^  medlcany  needy,  specifying  that  unpregnant 
individuals  in  AFDC-Medical  Assistance  who  are  18  or  older  are  not  covered. 
Other  States  changed  the  limitations  on  services.    Pennsylvania  is  no  longer 
more  restrictive  in  providing  mandatory  home  health  services  for  medically 
needy,  and  now  provides  mandatory  nurse  midwife  services  for  the  medically 
needy.    Oklahoma  is  no  longer  more  restrictive  in  providing  mandatory  physician 
services  for  medically  needy,  but  does  not  provide  mandatory  SNF  services  for 
the  medically  needy.    Rhode  Island  is  no  longer  more  restrictive  in  providing 
mandatory  SNF  services,  and  optional  SNF  services  for  individuals  under  21  for 
the  medically  needy.    Also,  Rhode  Island  now  provides  ICF  and  ICF-MR  optional 
services  for  the  medically  needy.    Finally,  Washington  no  longer  provides 
optional  dental  services  for  the  medically  needy. 

COST  SHARING 


States  are  permitted  to  require  certain  recipients  to  share  some  of 
the  costs  of  Medicaid  by  imposing  upon  them  such  payments  as  enrollment  fees, 
premiums,  deductibles,  coinsurance,  copayments,  or  similar  cost  sharing 
charges  (42  CFR  447.50).    For  States  that  impose  cost  sharing  payments,  the 
regulations  specify  the  standards  and  conditions  under  which  States  may  impose 
cost  sharing,  set  forth  minimum  amounts  and  the  methods  for  determining 
maximum  amounts,  and  describe  limitations  on  availability  of  FFP  that  relate 
to  cost  sharing  requirements. 

With  the  passage  of  the  Social  Security  Amendments  of  1972,  States  were 
empowered  to  impose  "nominal"  cost  sharing  requirements  on  optional  Medicaid 
services  for  cash  assistance  recipients,  and  on  any  services  for  the  medically 
needy.    Section  131  of  the  Tax  Equity  and  Fiscal  Responsibility  Act  (TEFRA)  of 
1982  introduced  major  changes  to  Medicaid  cost  sharing  requirements.     States  may 
now  impose  a  nominal  deductible,  coinsurance,  copayment,  or  similar  charge  upon 
both  categorically  needy  and  medically  needy  for  any  service  offered  under  the 
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TABLE  44 


3/31/84 


1.  sunnHKv  Of  Linirrti  iONS  oh  nHNonroRy  services  bevond  those  ron  CHrEGURicRi i  >■  neeov 

COVEKHGE  nORE  RESTRILriVE   rM«N  CHTEbORI CALL V  NEEOV 


SrRTE 

flRKDNSMS 
LOUISIiWm 

OKLnHorw 

RHODE  ISLRNO 
TENNESSEE 

unsHiNcroN 

UISCONSIN 


STRTE 

HRKANSnS 

KflNSnS 

LOUISIANA 

nniNE 

NEU  HnnPSHIRE 

OKLAHOnn 

PENNSVLVANI A 

RHODE  ISLAND 

TENNESSEE 

UASHINCrON 

UISCONSIN 


srnrE 

ARKANSAS 
KANSAS 
LOUISIANA 
HAINE 

NEU  HHnPSHIRE 

0KLAH0I1A 

PENNSVLVANIA 

RHODE  ISLRNO 

TENNESSEE 

UASHIHGTON 

UISCONSIN 


INPATIENT 
HOSPI TAL 

S 

s 
s 
s 
s 

s 
s 


OUTPATIEHf 
HOSPITAL 

S 
9 
S 
R 
S 
S 
R 


RURRL  HEALTH 
CLINIC 


S 

s 
s 
s 
s 
s 

S 


OTHER  LRB 
AND  K  RAV 

S 

s 
s 

5 
S 

S 

S 


SKILLED  NURSING 
FACILiriES 


S 
NP 

S 
S 


Epsor 

SERVICES 
S 

s 
s 

s 

s 

NP 

s 


FAnii.f 

PLHNNI NG 
S 

s 
s 

s 

s 

R 

s 


PHrSICIRNS 
SERVICES 

s 

5 
S 
S 
S 
S 

s 


HOHF   HEm  TH 
SERVICES 

S 
S 
NP 

s 
s 

R 

S 


NURSE 
niDUIFE 

s 
s 
s 
s 

5 
S 
S 


2.    SUnnARV  OF  LlnlTRnONS  ON     OPTIONAL   SERVICES  BEVONO   THOSE  FOR  CRFEGORI  CRt  LV  NLEOV 
COVCRRGC  nORE  RESTRICTIVE  THAN  CATECORICRLLV  NEEDV 


INPATIENT  TB 

SNF  TB 

ICF  ra 

INPRTIENT 

nENTRL 

SNF  HENTRL 

ICF  nENTHL 

SNF 

SERVICES 

INPATIENT 

5TRTE 

ICF 

ICF-nR 

FACILITIES 

FACILITIES 

FRCILITIES 

FRCILITV 

SERV 

FRCIIITV  SERV 

FRCILITV  SERV 

FOR 

UNDER  21 

rSVCH  FRC 

ARKANSAS 

NP 

NP 

S 

NP 

NP 

S 

NP 

NP 

NP 

s 
s 

KANSAS 

S 

5 

s 

S 

s 

S 

S 

S 

S 

LOUISIANA 

HP 

NP 

NP 

s 

s 

NP 

■  NP 

NP 

NP 

NP 

s 
s 

IIAINE 

S 

S 

s 

s 

s 

5 

S 

NP 

S 

MCU  HRHPSHIRE 

NP 

NP 

s 

s 

s 

S 

s 

NP 

s 
s 
s 
s 
s 

OKI  RHOMA 

S 

s 

s 

s 

s 

S 

s 

S 

s 
s 
s 

PENNSVLVANIR 

S 

s 

s 

s 

s 

S 

5 

S 

RHODE  ISLAND 

s 

s 

s 

s 

s 

S 

s 

s 

TENNESSEE 

HP 

NP 

NP 

NP 

NP 

NP 

NP 

NP 

s 
s 

UASHINGTON 

s 

s 

s 

s 

5 

S 

S 

s 

s 

s 

UISCONSIN 

s 

s 

s 

s 

S 

S 

s 

s 

It 

3.   COVERAGE  nORE  RESTRICTIVE  THAN  CATECORICALLV  HEEOV 


CLINIC 

s 
s 
s 
s 
s 
s 
s 
s 
s 
s 
s 


EHERGENCV 
SERVICES 

S 

s 
s 

NP 

s 
s 
s 
s 
s 
s 
s 


TRANSPORT 

s 

S 
S 

s 
s 

R 
S 
K 
S 
S 
S 


PERSONAL 
CARE 


S 
5 
S 
S 
S 
S 
S 
9 
9 
S 


PRIVATE        CHRIST  SCIENCE     CHRIST  SCIENCE  EVE-  DENTAL 

DUrV  NURSE  SANITORIA  NURSING         OPTOnETRIST     GLASSES     SERVICE  DENTURES 


S 

s 
s 
s 
s 
s 
s 
s 
s 

9 
NP 


S 

s 

9 
9 
9 
9 
S 
S 
9 
9 
S 


S 
S 
9 
9 
9 
9 
9 
9 
S 
S 
S 


s 

9 
9 
9 
9 
5 
9 
It 
5 
9 


S 
S 
9 
9 
9 
9 
9 
9 
9 
R 
9 


5 
5 
9 
9 
9 
R 
R 
9 
9 


S 
9 
9 
9 
9 
9 
R 
9 
9 
9 
9 


4.  COVERAGE  nORE  RESTRICTIVE  THAN  CHTECORI CRLLV  NEEUV 


OTHER  PROSTHETIC  PHVSICRL        OCCOP      SPEECH,   HEAR     DIAGNOSTIC      SCREEN     PREVENT  REHRB 

PODIRTRIST     CHIROPRACTOR     PRACTITIONERS       DEVICES     DRUGS     THERAPV     THCRAPV     •  LANGUAGE         SERVICES         SERV         SERV  SERV 


S 

s 

9 
9 
9 
9 
9 
9 
9 
S 
NP 


S 

s 

9 
MP 

9 
9 
9 
9 
9 
S 
5 


S 
9 
S 
9 
S 
S 
R 
R 
S 
R 
9 


S 
9 
9 
9 
9 
R 
NP 
9 
9 
9 
R 


S 
9 
9 
9 
9 
9 
9 
9 
9 
R 
S 


S 

s 

9 
9 
9 
9 
9 
9 
9 
9 
S 


S 
9 
9 
9 
9 
9 
9 
9 
9 


S 
9 
9 
9 
9 
9 
9 
9 
S 

NP 

5 


S 

s 

9 
9 
S 
9 
9 
9 
S 
S 
S 


SERV 

S 

s 

S 

s 

9 
9 
9 
9 
9 
S 
S 


SERV 

S 
NP 

s 

9 
9 
R 
9 
S 
S 
R 
S 


KEV:    NP-Hor  PROvioeo    s-snne  as  Linir«rioHS  for  categoricallv  needv    r-hore  restrictive  lihitatiuns  than  those  for  lategokicallv  neeov 


•  lTrtT^  ^"^"h^^        individuals  under  18  years  of  age  (or 
up  to  21  at  State  option);  ^  ^ 

•  Pregnancy  related  services  (or,  at  State  option,  any 
service  provided  to  pregnant  women); 

.    Services  provided  to  certain  Institutionalized  Individuals 
who  are  required  to  spend  all  of  their  Income  for  medial 
care  except  for  a  personal  needs  allowance; 

•  Emergency  services; 

•  Family  planning  services  and  supplies;  and 

•  ^^^'^"^^""iahed  to  categorically  needy  HMO  enroUees 
i.n'/      /""^  services  provided  to  both  categori- 
cally needy  and  medically  needy  HMO  enrollees). 

In  addition,  no  more  than  one  type  of  charge  can  be  imposed  on  any  service. 

Of  Marc\''t983  :n7S:"h'j98r  ^rLb^r  '^''^''^       ^"^^^  ^ 

policies  in  effect^tlwi'pointf  :    ime    'TnlTsl  ^TtllTel  T  ""'T'^' 

appiyr%x?ro^  '^iT-zLiT^^^^^^^^ 

in  hospital  emergency  rooms.     Such  a  waiver  ^!ows  States  to  Lfn" 
=  V^lslTn^,  current  maximum  for  sJ^iZ^^lZ:  'l^Zl  ^.-^ ^ 
will  Lve  accessL??itv  ^"^^^  °°  ^""^  assurance  that  recipients 

45.  CallfornlThas'siS  IVAllT^''^'  °'  ^  ^^^^^^^  '^^'^ 

WisconsJrimnosef ^ff  eligibility  groups,  only  North  Carolina.  Virginia  and 
midJcally  nZly      mllllTil  ZT  °"         categorically  needy  and'the 

needy  hut  tlTt  L.  /    .    \    t  <^harges  on  services  for  the  categorically 

coply^ents  ti  be  cSi^^I;    California  has  a  section  1115(a)  waiver  which  allows 
i-opaymencs  Co  be  charged  on  persons  over  age  12. 
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TABLE  15 

COMPARISON  OF  CHARCES  IMPOSED  ON  RECIPIENTS   IN  MARCH  1983  AND  MARCH  1984 


MARCH  1983 

MARCH  1984 

STATE 

SERVICE 

ELIG. 
CROUPS 

COPAY 
AMOUNT 

APPLICABLE 
TO  * 

SERVICE 

ELIC. 
CROUPS 

COPAY 
AMOUNT 

APPLICABLE 
TO  * 

Alabama 

Drugs 

All 

Variable 

Pregnant  Women 

Drugs 

All 

Variable 

Pregnant  Women 

Alaska 

None 

None 

Arkansas 

None 

None 

California 

Drugs 

Outpatient  Hospital 
—  Emergency  Room 
(Inappropriate  Use) 

All 
All 
All 

$1 
$1 
SS 

.00 
.00 
.  00 

Age  12+  (Waiver) 

Drugs 

(Xjtpaticnt  Hospital 
—  Emergency  Room 
(Inappropriate  Use) 

All 

All 

Al  1 
All 

$1 
$1 
$5 

.00 
.00 
.00 

Age  12+  (Waiver) 

Colorado 

None 

None 

Connecticut 

None 

None 

Delaware 

None 

None 

District  of 
Columbia 

Drugs 

Eyeglasses 

All 
All 

$ 

$2 

50 
00 

Drugs 

Eyeglasses 

All 
All 

$ 

$2 

50 
00 

Age  21+;  Pregnant 

Women 

Florida 

Dentures 

Prosthetic  Devices 
—  Hearing  Aids 

All 
All 

5Z 
5X 

coins, 
coins. 

Age  21-*-;  Pregnant 
Women 

Dentures 

Prosthetic  Devices 
—  Hearing  Aids 

All 
All 

5Z 
5Z 

coins, 
coins . 

Age  21+;  Pregnant 

Women 

Georgia 

None 

None 

Hawaii 

None 

None 

Idaho 

None 

None 

1  llinols 

1 npat lent 

All 

Variable  l_/ 

Inpnt lent 

All 

Variable  i/ 

Indiana 

None 

None 

MARCH  198A 


HARCH  1983 


ELIC. 

STATE 

SERVICE 

CROUPS 

Iowa 

Dental 

All 

Prosthetic  Devices 

—  Hearing  Aids 

All 

—  Orthopedic  Shoes 

All 

Drugs 

All 

Optometr  ist 

All 

Podiatrist 

All 

Chiropractor 

All 

Other  Practitioner 

—  Psychologist 

All 

Medical  Equipment 

&  Supplies 

All 

Eyeglasses 

All 

—  Optician  Services 

All 

Kansas 

Chiropractor 

All 

Dental 

AX  i- 

Drugs 

All 

Other  Practitioner 

—  Psychologist 

All 

Optonetrist 

All 

Transportation 

—  Nonemergency  Ambul. 

All 

Kentucky 

None 

Louisiana 

None 

Maine 

Drugs 

All 

COPAY 
AMOUNT 


$3.00 

$3.00 
$2.00 
$  .50 
$2.00 
$1  .00 
$  .50 

$2.00 

$2.00 

$2.00 
$2.00 


$  .50 
$  .50 
$  .50 


,50 
,50 


$  .50 


$  .50 


APPLICABLE 
TO  * 


Age  21  + 


Age  21+;  Pregnant 
Women 


MARCH  1984 


SERVICE 


Dental 

Prosthetic  Devices 

—  Hearing  Aids 
Orthopedic  Shoes 

Drugs 

Optometrist 
Podiatrist 
Chiropractor 
Other  Practitioner 

—  Psycliologi  St 
Medical  Equipment 

&  Supplies 
Eyeglasses 

—  Optician  Services 
Rehabilitation  Agency 
Physical  Therapy 
Transporcat  ion 

—  Ambulance 


DID 


NOT 


REPORT 


None 
None 
Drugs 


ELIC. 
CROUPS 


All 

All 
All 
All 
All 
All 
All 

All 

All 

All 
All 
All 

All 


All 


COPAY 
AMOUNT 


$3.00 

$3.00 
$2.00 
$1  .00 
$2.00 
$1  .00 
$1  .00 

$2.00 

$2.00 

$2.00 
$2.00 
$2.00 

$2.00 


$  .50 


APPLICABLE 
TO  * 


Age  21  + 


Age  2I+;  Medicaid  recipients 
enrolled  in  an  HMO 


TABLE  4  3  (Continued) 


COMPARISON  OF  CHARGES  IMPOSED  ON  RECIPIENTS  IN  MARCH   1983  AND  MARCH  1984 


MARCH  1983 

MARCH  198A 

ELIC. 

COPAY 

APPLICABLE 

ELIG. 

1 

COPAY 

APPLICABLE 

STATE 

SERVICE 

CROUPS 

AMOUNT 

TO  * 

SERVICE 

CROUPS 

AMOUNT 

TO  * 

Maryland 

None 

None 

C  lu  O  9  Ci  ^  1  <u  O  t  *-  *-  tJ 

None 

None 

Mir  h  i  Ban 

Dental 

All 

$3 

00 

Age 

2I-I-;  Pregnant 

Dental 

All 

$3 

.00 

Age  21+2  Pregnant  Women 

Drugs 

All 

S 

50 

Women 

Drugs 

All 

$ 

.50 

Except  institutionalized 

Optometrist 

All 

$2 

00 

Optomet  r 1  St 

All 

$2 

.00 

Podiatrist 

All 

$2 

00 

Podiatrist 

All 

$2 

.00 

Chiropractor 

All 

$1 

00 

Chlroprator 

All 

$1 

.00 

Prosthetic  Devices 

Prosthetic  Devices 

i 

—  Hearing  Aids 

All 

$3. 

00 

--  Hearing  Aids 

All 

$3 

.00 

Minnesota 

None 

None 

Mississippi 

None 

None 

■ 

Missouri 

Speec  h , Hear Ing , Lang . 

2/ 

Speech,  Hear  ing ,  l.ang  . 

—  Audlology 

All 

Variable 

Age 

2I+;  Pregnant 

—  Audiology 

All 

Variable 

3/ 

Age  21+;  Pregnant  Women 

Dental 

All 

SZ 

coins. 

2/ 

Women 

Dental 

All       1  Variable 

y 

Dentures 

All 

Variable 

Dentures 

All 

5Z 

coins . 

Optometrist 

All 

Variable 

2/ 

All 

Var  iable 

3/ 

Podiatrist 

All 

Variable 

1/ 

Podiatrist 

All 

Variable 

v 

Inpat lent 

All 

$10 

.00 

Inpat lent 

All  I 

$10.00 

Outpat lent 

All 

$  3 

.00 

Outpat lent 

All  < 

$  3.00 

Drugs 

All 

Variable 

Drugs 

All 

Variable 

iontana 

Drugs 

All 

$  . 

50 

Drugs 

All 

$  . 

50 

Age  21  + 

Inpat lent 

All 

$3. 

00 

Outpat lent 

All 

$1. 

00 

--  Physical  Therapy 

All 

$  . 

50 

--  Occupational  Therapy 

All 

$  . 

50 

Po<l  la  t  ry 

j 

All 

$1. 

00 

TABl-E  ^5   (Cont  Imied) 


COMPARISON  OF  CHARGES  IMPOSED  ON  RECIPIENTS  IN  MARCH   1983  AND  MARCH  1984 


MARCH  1983 


STATE 


Montana 

(cont Inued) 


VO 


Nebraska 
Nevada 


SERVICE 


None 

Chiropractor 
CI inlc 

—  Mental  Health 
Dental 
Dentures 

Drugs 

Eyeglasses 
Inpatient  Mental 

Disease  Age  65  + 
SNFs  under  21 
PT.OT, Speech/Hearing 
Podiatrist 
Prosthetic  Devices 
Transportation 

—  Ambulance 
--  Taxi 

—  Med i van 


EUC. 
CROUPS 


All 

All 
All 
All 
All 
All 

All 
All 
All 
All 
All 

All 
All 
All 


COPAY 
AMOUNT 


$1 .00 

$1 .00 
$2.00 
$3.00 
$1 .00 
$3.00 

50Z  1st  day 
50Z  1st  day 
$1 .00 
$1 .00 
$3.00 

$3.00 
$1.00 
$2.00 


APPLICABLE 
TO 


Age  19  + 


MARCH  1984 


_ 

EMC. 

COPAY 

APPLICABLE 

SERVICE 

CROUPS 

AMOUNT 

TO  * 

Speech,  Hear  Ing ,  l-ang . 

$  .50 

Affe  21  + 

—  Speech  Therapy 

All 

All/1  1i^1no\r 
—   nuu  XKi  iLifi^y 

Al  1 

$  .50 

Prosthetic  Devices 

—  Hearing  Al<ls 

All 

$  .  50 

—  Medical  Equipment 

&  Suppl ies 

Al  1 

Variable  3/ 

Home  Health 

All 

$1.00 

Hone  Dialysis  for  ESRD 

All 

$  .50 

Private  Duty  Nursing. 

All 

$  .50 

Clinic  Services 

All 

$1  .00 

Psychological 

All 

$  .50 

Dental 

All 

$1  .00 

Optometrist 

All 

$1  .00 

Eyeglasses 

All 

$t  .00 

Physicians 

All 

$1.00 

None 

Chi  roprac  tor 

All 

$1  .00 

Age  19  + 

Clinic 

—  Mental  Health 

All 

$1.00 

Dental 

All 

9Z  .UU 

Dentures 

All 

$3.00 

Drugs 

All 

$1 .00 

Eyeglasses 

All 

$3.00 

Inpatient  Mental 

Disease  Age  65  -f 

All 

50Z  1st  day 

SNFs  iukIlt  21 

All 

50Z  Ist  day 

PT.OT, Speech/ Near Ing 

All 

$1.00 

Podiatrist 

All 

$1  .00 

Prosthetic  Devices 

All 

$3.00 

Transpor  Ca  t  ion 

—  Ambulance 

All 

$3.00 

—  Taxi 

All 

$1 .00 

Med  Ivan 

All 

$2.00 

TABLE  «3  (Continued) 
COMPARISON  OF  CHARGES  IMPOSED  ON  RECIPIENTS  IN  MARCH  1981  AND  MARCH  1 98« 


MARCH  1983 


STATE 

SERVICE 

GROUPS 

COPAY 
AMOUNT 

APPLICABLE 
TO  * 

Nevada 

(cont  inued) 

ICFs 
ICF-MRs 

All 
All 

50Z  1st  day 
SOZ  1st  day 

Age  19  + 

New  Hampshire 

Drugs 

All 

$1  .00 

New  Jersey 

None 

New  Mexico 

Dental 
Drugs 

All 
All 

$2.00 
$  .25 

Pregnant  Women 

New  York 

None 

North  Carolina 

Chiropractor 
Clinic 
Dental 
Drugs 

Eyeglasses 

—  Each  pair  and 
repair  of  $5  + 

Inpa  t lent 

—  For  l»t  30  days 
Optometrist 

LRJ  L  pa  L 1  en  L 
Physician 
Podiatrist 
Rehabilitative 

—  NonhospiCal  dialysis 

All 
All 
All 
All 

ALL 

MN 
MN 
MN 
MN 
MN 

MN 

$  .50 
$1 .00 
$2.00 
$  .50 

$2.00 

$2.00 
$1  .00 
$1  .00 
$1 .00 
$2.00 

$2.00 

Pregnant  Women 

North  Dakota 

Eyeglasses 
—  For  2nd  or  more 
pairs  In  a  CY 

All 

$3.00 

Ohio 

None 

Ok  1  a  homa 

None 

MARCH  1984 


_  SERVICE 

ICFs 
ICF-MRs 

Drugs 

None 

None 

None 

Chiropractor 
Clinic 
Dental 
Drugs 

Eyeglasses 

—  Each  pair  and 
repair  of  $5  + 

Inpat lent 

--  For  Isl  30  days 

Optonietrlsl 

Outpatient 

Physician 

Podiatrist 

Rehabil Itat  ive 

--  Nonhospital  dialysis 

Eyeglasses 

—  Replacement  lenses 
and  frames  within 

1  yr  of  original  RX 
None 

None 


ELIG. 
GROUPS 


All 
All 

All 


All 
All 
All 
All 


All 

MN 
MN 
Ml 
Ml 
Ml 

MN 


All 


COPAY 
AMOUNT 


50Z  1st  day 
50Z  1st  day 

$  .75 


$  .50 
$1  .00 
$2.00 
$  .50 


$2.00 

$2.00 
$1  .00 
$1.00 
$1  .00 
$2.00 

$2.00 


$3.00 


APPLICABLE 
TO  * 


Age  19+ 


Pregnant  Women 


TABLE  4  5  (Continued) 


COMPARISON  OF  CHARGES  IMPOSED  ON  RECIPIENTS  IN  MARCH   1983  AND  MARCH  1981 


00 


MARCH  1983 

MARCH  1984 

STATE 

SERVICE 

ELIC 
CROUPS 

COPAY 
!  AMOUNT 

APPI  TCARI  F 
TO  * 

SERVICK 

GROUP' 

COPAY 
AMOUNT 

APPLICABLE 
TO  * 

Oregon 

None 

None 

Pennsylvania 

None 

None 

Rhode  Inland 

None 

None 

South  Carolina 

Dental-Per  Procedure 
Drugs 

Optometr  isC 
Podiatrist 

All 
All 
All 
All 

$1.00 
$  .50 
$1 .00 
$1.00 

Age  21'f;  Pregnant 
Wonen 

Dental-Per  Procedure 
Drugs 

Opt ome t  r 1st 
Podiatrist 

All 
All 
Al  1 
All 

SI  .00 
$  .50 
$1  .00 
$1  .00 

Age  21+;   Pregnant  Women 

South  Dakota 

Drugs 

Xnpatlent-Per  Stay 
Outpatient 

Physlclan-Per  Service 
Dental-Per  Service 
Dentures-Per  Service 

All 
All 
All 
All 
All 
All 

$  1  .00 
$25.00 
5Z  coins. 
$  1 . 00 
$  1.00 
$2.00 

Drugs 

Inpat lent -Per  Stay 

Outpat lent 

Physic  tan 

Dental  &  Dentures 

Prosthetic  Devices 

—  DHE 

EPSDT 

Mental  Health  Centers 
Chiropractors 

All 
All 
All 
All 
All 

All 
All 
Alt 
All 

$  1  .00 
$25 .00 
5Z  coins. 
$  3.00 
$  1  .00 

5Z  coins. 
$  1  .00 
5Z  coins. 
$  .50 

Pregnant  Women 

Tennessee 

None 

None 

Texas 

None 

None 

Utah 

None 

Outpatient  Hospital 
—  Unnecessary 
Emergency  Room 

All 

S3. 00 

Vernon t 

Drugs 

All 

$1 .00 

Drugs 

All 

$1 .00 

Virginia 

Optometrist 
—  Eye  Exaas 
Clinic 
[npat lent 

AI I 
All 
MN 

$1  .00 
$1 .00 
$30.00 

Age  21+;  Pregnant 
Women 

Opt ome t  r 1st 
—  Eye  Exams 
CI  Inic 
Inpatient 

All 
All 
MN 

SI  .00 
$1  .00 
S30.00 

Age  21+;  Pregnant  Women 

TABLE  45  (Continued) 
COMPARISON  OF  CHARGES  IMPOSED  ON  RECIPIENTS  IN  MARCH  1983  AND  MARCH  1984 


MARCH  1983 


STATE 


Virginia 
(continued) 


Washington 
West  Virginia 
Wisconsin 


Wyonlng 


SERVICE 


Outpatient 

—  Noneaergency 

Physician 


None 
Drugs 

Inpatient 

—  Mental  Disease 
Outpatient 

Aids 

Durable  Medical  Equip. 
Optoaetrlat 
Chiropractor -Per 

Procedure 
Dental 

Physical  &  Occupa- 
tional Therapy 
—  per  IS  alnutes 

Speech, Hearing, Lang. 

Drugs 

Dentures-Per  Service 
Prosthetic  Devli:es 

—  Hearing  Aids 
Eyeglasses 
Transportation 


None 


ELIG. 
GROUPS 


MN 

m 


COPAY 
AMOUNT 


$2.00 
$1.00 


APPLICABLE 
TO  * 


Age  21+i  Pregnant 
Wonen 


All 

Variable 

5/ 

All** 

$75/Stay 

All** 

Variable 

i/ 

All** 

$1.00 

All 

$1.00 

3/ 

All** 

Variable 

All** 

$  .50 

All** 

Variable 

8/ 

All 

$  .50 

All 

Variable 

10/ 

All 

$  .50 

All** 

$3.00 

All 

Variable 

3/ 

All** 

Variable 

3/ 

All 

Variable 

11/ 

Pregnant  Women 


MARCH  1984 


SERVICE 


Outpat lent 

—  Nonemergency 
Physician 
Drugs 

None 

Drugs 

Inpatient 

—  Mental  Disease 
Durable  Medical  Equip. 
Optometrist 
Chlropractor-Per 

Procedure 
Dental 

Physical  i  Occupa- 
tional Therapy 
per  15  minutes 
Speech, Hear Ing , Lang . 
Drugs 

Prosthetic  Devices 

—  Hearing  Aids 
Eyeglasses 
Transportat Ion 
Orthodont 1st 

Day  Treatment  Service 
Prosthodontlc  Appliance 
Oral  Surgery 
Adjunctive  Service 
Indep.  Nursing  Service 
Optometric  Services 

None 


ELIG. 
GROUPS 


MN 

All 

All 


All 


All** 

All 

All** 

All** 
All** 


All 
All 
All 

All 

All** 

All 

All 

All 

All** 

All 

All** 

All** 

All** 


COPAY 
AMOUNT 


$2.00 
$1.00 
Variable 


5/ 


Variable  5/ 


$75/Stay 
$1  .00 

Variable  3/ 
$  .50 

Variable  9/ 


$  .50 

Variable  10/ 
$  .50 

Variable  3/ 
Variable  3/ 
Variable  11/ 
Variable  7/ 

$  .50/Day 

$3.00 

$1.00 

$1.00 

$  .50/Hr. 

Variable  3/ 


APPLICABLE 
TO  • 


Age  21+;  Pregnant  Women 


Pregnant  Women 


FOOTNOTES  TO  TABLE  45 


*    Public  Law  97-2A8,  TEFRA,  prohibits  imposition  of  cost  sharing 
on  certain  groups  or  types  of  service.    These  columns  refer  to 
specific  groups  of  people  for  whom  States  have  opted  to  impose 
charges  through  provisions  of  PL  97-248.    That  is.  States  can 
opt  to  impose  charges  on  the  following: 

1)  Individuals  over  18,  19,  20,  or  21  years  of  age; 

2)  Services  provided  to  pregnant  women  which  are  unrelated 
to  the  pregnancy;  and 

3)  Services  provided  to  medically  needy  HMO  enrollees. 
Note  also  that  the  term  "pregnant  women"  refers  to  charges  im- 
posed on  services  to  pregnant  women  which  are  unrelated  to  the 
pregnancy. 

**  Service  for  which  these  charges  are  imposed  are  offered  only  to 
categorically  needy  recipients  so  these  copayments  do  not  apply 
to  medically  needy  recipients. 

!_/    $2.00  for  per  diem  of  $275  -  $325;  $3.00  for  per  diem  over  $325. 

II    $.50  on  $10.00  or  less;  $1.00  on  $11.00  -  $25.00;  $2.00  on 
$26.00  -  $50.00;  $3.00  on  $51.00  +. 

3/    $.50  -  $3.00. 

4/    $.50  -  $2.00. 

V    $.50  on  $11.00  or  less;  $1.00  on  $11.00  +, 

6^/    $.50  per  hour  for  independent  nursing  services; 
$.50  per  day  for  treatment  services. 

y    $2.00  -  $3.00. 

8/    $1.00  -  $3.00. 

_9/    $.50  -  $1.00. 

10/    $.50  per  15  minutes  for  some  seirvices; 
$1.00  per  procedure  for  others. 

11/    $1.00  -  $2.00. 
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Chapter  4 
MEDICAID  PROVIDER  REIMBURSEMENT 


This  section  presents  an  introduction  to  the  principles  of  Medicaid 
provider  reimbursement  and  current  State  reimbursement  methods  and  rates 
for  selected  services. 

MEDICAID  PRINCIPLES  OF  REIMBURSEMENT 

From  the  inception  of  Medicare  and  Medicaid  in  1965,  there  were  two 
fundamental  axioms  related  to  provider  reimbursement.     The  first  was  that 
reimbursement  be  based  upon  reasonable  cost  or  reasonable  charges;  basically 
the  same  philosophy  used  by  private  insurance  carriers.    This,  it  was  reasoned, 
would  ensure  equity  of  reimbursement  and  adequate  participation  on  the  part  of 
hospitals  and  physicians  to  ensure  recipient  access  to  quality  mainstream 
medicine;  i.e.,  traditional,  private,  f ee-f or-service  care,  just  as  that 
enjoyed  by  privately  insured  citizens.    The  second  axiom  was  freedom  of 
choice;  meaning  that  Medicare  and  Medicaid  recipients  would  be  free  to  choose 
from  among  many  providers  of  care  on  the  basis  of  convenience  and  satisfaction. 
As  detailed  in  Chapter  2,  the  1972  Social  Security  Amendments  liberalized 
eligibility  for  Medicaid  to  include  SSI  recipients  (cash  assistance  to 
poor  elderly,  blind  and  disabled)  and;  at  State  option,  certain  optionally 
categorically  needy  groups  and  certain  medically  needy  people  who  would 
otherwise  qualify  for  the  cash  assistance  programs  if  It  were  not  for  moderately 
excessive  income  or  resources.    These  policy  decisions  set  the  stage  for 
explosive  growth  in  Medicaid  expenditures  throughout  the  remainder  of  the 
seventies.    Up  through  FY  1981,  Medicaid  experienced  double-digit  annual 
growth  rates,  with  hospitals  and  nursing  homes  representing  three-quarters  of 
total  national  expenditures. 

Although  Medicaid  has  been  unquestionably  successful  in  improving  access 
by  the  poor  to  health  seirvices  generally  (Davis  and  Schoen,  1978),  it  has^, 
been  much  less  successful  in  ensuring  access  to  mainstream  medical  care.  — 
As  gatekeepers  to  the  rest  of  the  health  care  system,  private  physicians 
did  not  respond  to  the  program  as  its  architects  had  assumed.    Part  of  this 
has  to  do  with  the  welfare  stigma  of  Medicaid  clientele  and  part  to  do  with 
reimbursement  rates  for  both  Medicare  and  Medicaid  falling  behind  those 
offered  by  private  insurance  carriers.    Over  25  percent  of  the  nation's 
private  practice  physicians  refuse  to  treat  Medicaid  patients,  and  participation 
among  key  specialists  such  as  OB-GYNs  is  even  lower.    —     In  the  nation's 


—  Davis  and  Schoen,  Health  and  the  War  on  Poverty,  A  Ten  Year  Appraisal; 
Brookings  Institution,  1978. 

2/ 

—  Mitchell  and  Cromwell,  "Large  Medicaid  Practices  and  Medicaid  Mills, 
JAMA,  November  1980. 
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highly  urbanized  areas  in  which  the  majority  of  Medicaid  recipients  live, 
low  office-based  physician  participation  rates  drive  large  numbers  of  Medicaid 
recipients  to  costly  hospital-based  settings  for  routine  primary  care;  hence, 
higher  costs  per  recipient. 

Quite  inadvertently,  the  architects  of  the  Medicaid  program  designed 
built-in  reimbursement  incentives  that  would  undermine  its  overall  goal, 
access  by  the  poor  to  quality  mainstream  medicine  at  reasonable  costs.     In  the 
late  seventies  through  1980  States  tried,  with  varying  levels  of  success,  to 
contain  costs  of  the  program  through  the  use  of  more  stringent  eligibility 
requirements,  imposition  of  service  cutbacks  and  limitations,  tighter  admin- 
istrative controls,  and  postponement  of  increases  in  physician  reimbursement. 
Although  numbers  of  recipients  declined,  the  cost  per  recipient  continued  to 
rise  sharply.     It  became  obvious  that  something  had  to  be  done  about  Medicaid 
cost-based  provider  reimbursement  incentives  for  hospitals  and  nursing  homes 
which  had  no  real  incentive  to.  contain  rising  costs.     Since  the  unit  of 
payment  was  per  diem,  there  was  even  an  incentive  to  maximize  utilization  so 
long  as  the  Medicaid  revenue  played  a  useful  role  in  the  overall  financial 
health  of  hospitals  and  nursing  homes.     Further,  Medicaid  eligibility  rules 
lead  physicians  to  institutionalize  patients  so  they  would  be  eligible  for 
needed  services.    The  first  significant  legislative  step  to  redress  perverse 
provider  incentives  came  in  1980  with  the  Omnibus  Reconciliation  Act  of  1980 
(PL  96-499).    The  Act  replaced  Section  249(a)  of  the  1972  Social  Security 
Amendments  requiring  Medicare-based  retrospective  cost  reimbursement  principles 
for  nursing  homes.     States  were  freed  to  reimburse  nursing  homes  on  the  basis 
of  "reasonable  and  adequate  to  the  costs  which  must  be  incurred  by  efficiently 
and  economically  operated  facilities."    Many  States  moved  swiftly  to  implement 
prospective  reimbursement  methodologies  to  curb  inflation  in  nursing  home 
costs. 


The  second  significant  step  in  reforming  Medicaid  provider  reimbursement 
came  with  passage  of  the  Omnibus  Reconciliation  Act  of  1981  (PL  97-35).  Among 
other  things,  the  Act,  implemented  by  Federal  regulations  on  September  30, 

1981,  granted  significant  new  flexibility  to  the  States  in  setting  provider 
reimbursement  policies  for  hospitals  (Section  2173)  and  physicians  (Section 
2174)  by  relaxing  the  constraints  which  tied  payments  to  Medicare  retrospective 
cost  reimbursement  principles.     States  quickly  began  to  adopt  alternate 
payment  methods  tailored  to  their  own  unique  needs.    The  Act  gave  States 
waiver  authority  to  restrict  freedom  of  choice  (Section  2175)  and  to  eliminate 
the  institutional  bias  towards  institutional  long-term  care  through  home  and 
community-based  care  (Section  2176).     The  Act  also  gave  the  States  new  flexi- 
bility to  enter  into  prepaid  service  arrangements  with  non-f ederally  qualified 
HMOs  and  to  impose  certain  co-payments  on  service  use  by  Medicaid  recipients. 

The  third  significant  piece  of  legislation  affecting  Medicaid  provider 
reimbursement  policies  is  the  Tax  Equity  and  Fiscal  Responsibility  Act  of 

1982.  TEFRA  actually  rescinded  some  of  the  flexibility  given  to  the  States 
through  OBRA  81  by  removing  the  authority  given  to  the  Secretary  of  DHHS  to 
grant  waivers  for  capitation  and  prepayment  systems  to  other  than  federally 
qualified  HMOs  and  restricted  the  imposition  of  nominal  copayments  by  exempting 
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from  any  copayment  certain  recipient  types  and  services.     The  TEFBLA.  contained 
two  other  important  provisions  related  to  Medicaid  reimbursement.    The  first 
was  a  requirement  that  the  Secretary  of  DUUS  recommend  a  system  of  prospective 
reimbursement  for  the  Medicare  program  which  might  apply  to  the  Medicaid 
inpatient  reimbursement  setting.    The  second  was  an  expansion  of  Section  223 
limitations  on  hospital  charges  from  routine  hospital  costs  per  day  to  the 
cost  per  case,  including  ancillary  costs.     Special  adjustments  are  to  be  made 
for  hospitals  which  have  a  disproportionate  load  of  low  income  or  Medicare 
patients,  and  for  psychiatric  hospitals.     Non-SMSA  hospitals  with  less  than  50 
beds  will  be  excluded  from  the  limitations. 


The  final  legislative  step  thus  far  to  reform  Medicaid  provider  reimburse- 
ment is  the  Social  Security  Act  Amendments  of  1983.    This  Act  mandates  a 
three-year  phase-in  of  a  case  rate  prospective  reimbursement  system  for 
Medicare  that  could  also  be  adopted  by  State  Medicaid  Agencies.      The  Medicare 
Prospective  Payment  System  (PPS)  is  based  on  a  prospectively  determined  rate 
for  each  patient  according  to  age,  sex  and  diagnostlcally-related  grouping 
(DRG).    To  date,  several  State  Medicaid  programs  are  studying  adaptation^yf 
the  new  Medicare  PPS  concept  to  their  own  hospital  reimbursement  system.— 

In  summary,  the  above  discussion  represents  a  historical  perspective 
or  context  in  which  to  consider  how  States  altered  their  Medicaid  provider 
reimbursement  policies  in  recent  years. 

Only  nursing  home, inpatient  hospital,  physician,  outpatient  hospital, 
free-standing  clinics  and  prescription  drug  service  reimbursement  policies 
are  included  in  this  report.    These  services  represent  over  90  percent  of 
all  Medicaid  expenditures  nationwide  for  FY  83. 


NURSING  HOME  REIMBURSEMENT 


Expenditures  for  nursing  home  services  is  the  largest  and  most  rapidly 
growing  component  of  national  Medicaid  outlays.     From  FY  82  through  FY  83, 
Medicaid  expenditures  for  nursing  homes  Increased  by  approximately  9.4  percent; 
from  $12.9  billion  to  $14.1  billion  in  FY  83.     ICF-MR  nursing  expenditures 
continue  to  rise  at  a  much  higher  rate  than  for  SNF  and  IGF  homes.    Most  State 
Medicaid  programs  have  departed  from  Medicare  principles  of  reimbursement  in 
favor  of  various  forms  of  prospective  reimbursement  where  rates  and  rate 
increases  are  negotiated  or  determined  by  formulas  prior  to  each  new  fiscal 
year.    The  prospective  methods  are  generally  either  facility  specific  negotiated 
rates  or  class  rates  based  on  type  of  facility,  size,  and  location.  Some 
States  use  a  combination  of  methods. 


—     Cllnkscale,  Robert,  "Impact  of  Medicare's  Prospective  Payment  System 
(PPS)  on  State  Medicaid  Programs,"  Proceedings,  First  National  DRG 
Conference,  Atlantic  City,  N.J.,  1983. 
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other  recent  Initiatives  to  contain  nursing  home  Medicaid  emenditures 

r^  rc:i:io"':nJrrinto"h"°"'  "s"'"'  p::j:^"»::s.ent 

prococois  tor  entry  into  homes,  and  emphasis  on  home  and  community-based  care 
settings  as  an  alternative  to  expensive  institutional  care.     (See  Chapter  5 
for  a  discussion  of  Section  2176  home  and  community-based  waivers). 

Skilled  Nursing  Facilities  (SNFs) 

Minf^^^^"^  nursing  facilities  (SNFs)  represented  $4.6  billion  of  the  $14. 1 
billion  spent  on  nursing  homes  in  FY  83.  or  about  33  percent.    Table  46  shows 

a^h  sratf  the'"^:br°'rJ/'"^-"  reporti^g^'ltate!'""  r 

each  State,  the  table  indicates  the  State  fiscal  year  end  and  the  type  of 

reimbursement  system  classified  according  to:     prospective,  facility-specific- 
of  Lthod«  P"«P-^ive.  class  rates    or  some'^comMif^J;n 

of  methods.    The  varying  types  of  reimbursement  systems  do  not.  however. 

sincr::ci's^:te'?s  f  generosity  with  respect  to  SNF  reimbursement 

r.t^«  of  ?  '°  "allowable  costs"  and  specify  allowable 

rates  of  increases.     In  general,  prospective  class  rates  are  thought  to  be 
more  restrictive  and  encourage  maximum  competitiveness  and  cost-consciousness 
cent^r"'^  .  ^"""^  industry.     Rates  may  be  determined  on  a  "cost 

center    basis  or  on  total  cost  (per  diem)  basis  unique  to  each  home  or  in 
relation  to  all  homes  in  a  bed  size  class  for  defined  geographic  areas. 

QMP  ^^""^  '^^^^t  37  States,  representing  81.8  percent  of  Medicaid 

TM«^^Jw?    r"!;  prospective  facility-specific  or  class  rate  method. 

This  indicates  that  three-quarters  of  the  programs  nationwide  prefer  to 

llTrlrtlli  ^?  ^^"^r"  °^  '^^^'^  ""iq'^e  operating 

characteristics  of  each  facility.    The  Table  also  shows  that  only  8  States 
continue  to  use  retrospective  facility-specific  rate  determinations.    This  is 
typically  a  holdover  from  Medicare  principles  although  more  stringent  guidelines 
on  allowable  cost  principles  could  apply.    The  largest  SNF  programs  in  terms 

^         «^  care  tend  to  use  prospective  reimbursement  methods.     The  six 
JhJf  mi        .      ^'/S?'™       ^^^^^  California.  Pennsylvania. 

u^iSV^lT^r^'  and  Wisconsin.    Of  these  larger  programs,  only  Pennsylvania 
used  the  restrospective  method.    Ohio  used  a  combination  of  prospective  and 
retrospective  methods.     Only  eight  States  reimbursed  SNFs  on  a  prospective 
class-rate  basis,  notably  California  and  New  York.    There  were  five  States 
that  reported  use  of  a  combination  of  these  methods,  including  Maryland  which 
formerly  used  retrospective  methods.     During  FY  83,  the  number  of  States  using 
retrospective  methods  dropped  from  10  to  8. 

/  ^^  ^^J^^  y  contains  data  on  average  reimbursement  rates  per  patient  day 
(iWZtJ;^    I  ^'^'^  f  dicaid  policy),  average  Medicaid  payment  per  patient  day 
(allowable  charges  minus  patient  contribution),  and  total  days  of  care  for 
State  fiscal  years  81.  82,  and  83.     It  should  be  noted  that  in  this  table  and 

ann.!L'H?Fr?oS5  '^^''^^^ '  data  reflect  statistics  reported  on  the 

annual  HCFA-2082  report  (e.g..  total  days  of  care).  For  purposes  of  this 
study,  however,  these  data  reflect  State  responses  to  the  survey  and  will 
occasionally  fail  to  coincide  with  other  reported  Medicaid  statistics. 
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TABLE  46 
LONG-TERM  CARE:     SNF  REIMBURSEMENT 
REIMBURSEMENT  SYSTEM 


19B4 


STATE 

V  C  A  D 

r  AC  I L 

END 

SPECI 

ALABAMA 



9  30 

X 

ALASKA 

6  30 

X 

ARKANSAS 

6  30 

COLORADO 

6  30 

X 

CONNECTICUT 

6  30 

X 

DELAWARE 

6  30 

X 

DIST  COLUMBIA 

9  30 

X 

r  u  U  r\  1  U  H 

0  ■i'J 

GEORGIA 

12  31 

X 

HAWAII 

9  30 

- 

IDAHO 

6  30 

X 

ILLINOIS 

6  30 

X 

INDIANA 

0  -^yJ 

V 

IOWA 

6  30 

KANSAS 

6  30 

X 

KENTUCKY 

6  30 

X 

LOUISIANA 

6  30 

- 

MA  I NE 

O  wU 

MARYLAND 

6  30 

MASSACHUSETTS 

b  30 

- 

MICHIGAN 

6  30 

X 

MINNESOTA 

9  30 

X 

MISSISSIPPI 

0  i\J 

V 
A 

MISSOURI 

b  30 

X 

MONTANA 

6  30 

X 

NEBRASKA 

6  30 

X 

NEVADA 

6  30 

i^bn  MMnroninc 

0  OV 

NEW  JERSEY 

6  30 

X 

NEW  MEXICO 

6  30 

- 

NEW  YORK 

9  30 

- 

N  CAROLINA 

6  30 

X 

11    u  n  IS  u  1  n 

0  OU 

OHIO 

12  31 

OKLAHOMA 

12  31 

X 

OREGON 

6  30 

PENNSYLVANIA 

6  30 

- 

0  00 

X 

S  CAROLINA 

12  31 

X 

S  DAKOTA 

6  30 

X 

TENNESSEE 

6  30 

TEXAS 

a  31 

UTAH 

6  30 

VERMONT 

6  30 

VIRGINIA 

9  30 

X 

WASHINGTON 

6  30 

X 

W  VIRGINIA 

6  30 

X 

WISCONSIN 

6  30 

X 

WYOMING 

6  30 

X 

TOTAL  STATES 

29 

TOTAL  U.S.  * 

FOR  CATEGORY 

32. 

FACILITY 
SPECIFIC 


PROSPECTIVE 
CLASS" 

RATES  COMBINATION 


8 

12.7 


48.9 


5.5 
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TABLE  47 


LONG-rCRn  CnKE:     SNF  REinBURSEnENr 


i9ai 


o 


ncDicRiD  USE,  EHrcNOiruKE,  AND  RUTE  onm 


RVCKRGC  RRrC  tCR 
rRriENT  ORV  <•> 


RVCRRGE  nCDICRIO  PflVnENT 

rcR  rnriCNr  onv  <•> 


rorRL  ORVs  or  crre 

CIN  rHOUSRNOS) 


RNCILLRRV  SERl'ICES  INCLUDED 
IN  PER  Oien  RRTE 


srRrE 

rvei 

rve2 

rve3 

rvoi 

FVa2 

rvos 

FVOl 

FVB2 

FV03 

pr 

OT 

DRUGS 

Ri_R8Af1R 

9U 

1  90 
1  •  rw 

41.99 

2^ 

1 .  ^3 

«^ 

1.  10 

HM 

921 

400 

- 

- 

K 

RLRSKR 

97 

'.39 

10^ 

1 . 94 

MM 

10^ 

1 

1  •  »T 

4 

MM 

29 

H 

H 

H 

RRKRNSRS 

29 

.'93 

26 

.39 

2fl 

L62 

le 

.01 

26 

.39 

27 

.92 

2,960 

2,706 

3,000 

H 

- 

K 

CRLIrORMIR 

36 

.10 

MM 

MM 

27 

.02 

30 

.77 

MM 

23,094 

24,376 

23,244 

K 

COLORROO 

20 

•  73 

30 

.90 

34 

1.00 

•  1 

.  A  A 

23 

■  6^ 

31 

.  90 

1,  179 

1,  192 

1,  101 

coNNCcricur 

^  1 

.  49 

49 

.60 

.  r  J 

3,  129 

MM 

4,903 

H 

H 

OCLRURRC 

.  20 

MM 

39 

.90 

20 

.  30 

MM 

MM 

17 

MM 

10 

- 

- 

K 

01  ST  COLUnOIR 

1 90 

MM 

MM 

97 

1 76 

MM 

99 

.91 

34 

MM 

42 

H 

- 

K 

PLORIOR 

36 

.26 

39 

.11 

26 

.26 

27 

20 

.29 

2,079 

2,072 

1,922 

H 

M 

K 

GCORCIR 

20 

.63 

29 

•  20 

29 

.99 

•  20 

20 

.21 

3,310 

S,  196 

3, 139 

H 

K- 

HHUflll 

^1 

.  96 

MM 

90 

.07 

A3 

99 

WW 

30 

313 

MM 

300 

- 

- 

H 

lORHO 

33 

.  12 

32 

j3 

.60 

13 

.  «3 

«D 

.  WW 

3A 

•  UU 

330 

276 

206 

H 

K 

K 

ILLINOIS 

32 

.60 

20 

.99 

33 

1 09 

23 

.99 

21 

.26 

24 

.92 

4,072 

9,900 

3, 190 

H 

K 

K 

INOIRNR 

MM 

41 

.90 

40 

.  14 

MM 

41 

.90 

37 

.29 

MM 

1,461 

1,970 

lOUR 

43 

N  4 

.01 

.69 

77 

.04 

43 

.91 

99 

.69 

77 

.04 

30 

36 

33 

w 
n 

KRNSR3 

27  < 

■  00 

MM 

MM 

21 

.69 

MM 

MM 

124 

mm 

MM 

H 

H 

- 

KCNrUCKV 

42. 

.74 

49. 

.92 

49 

.67 

S3 

.07 

MM 

MM 

723 

MM 

MM 

- 

- 

- 

LOUISIRNR 

31, 

.09 

34. 

.00 

34 

.00 

24. 

.09 

MM 

23. 

.92 

124 

193 

242 

M 

M 

K 

rmiNC 

61. 

,19 

64. 

,47 

60. 

.91 

93. 

.12 

30. 

.  19 

90. 

,44 

92 

66 

36 

H 

- 

K 

36. 

,14 

MM 

44. 

.41 

27, 

.63 

MM 

SS, 

.97 

4,927 

MM 

4,919 

H 

H 

N 

nnssRCHuserrs 

41. 

.06 

44. 

,40 

49. 

.27 

31. 

.  19 

34. 

.29 

39. 

,  12 

9,240 

4,349 

2,643 

H 

HICNIGRN 

39. 

.96 

36. 

,72 

SO. 

,12 

27. 

.09 

27. 

.04 

20. 

,07 

2,699 

3,243 

2,974 

H 

HINNCSOrR 

44. 

.01 

MM 

94. 

,29 

MM 

MM 

40. 

,73 

0,071 

MM 

6,902 

M 

nississirri 

20. 

.79 

31. 

92 

S2. 

.01 

23. 

30 

29. 

.96 

26. 

.97 

2,012 

1,700 

1,731 

K 

MISSOURI 

37. 

13 

42. 

10 

46. 

.06 

30. 

01 

34. 

99 

37. 

73 

132 

97 

120 

H 

H 

K 

nONFRNR  2/ 

36. 

79 

MM 

40. 

00 

24. 

10 

MM 

SO. 

00 

79 

MM 

1,209 

H 

NCVRRSKR 

3«. 

22 

44. 

64 

49. 

SO 

31. 

0? 

34. 

61 

SO. 

12 

107 

109 

174 

M 

H 

NCWIOR 

40. 

29 

40. 

26 

91. 

70 

92. 

69 

39. 

04 

41. 

IS 

SO 

32 

44 

H 

H 

NCU  HRCirSNIRC 

MM 

93. 

62 

69. 

92 

33. 

22 

44. 

00 

99. 

22 

27 

19 

16 

K 

M 

N 

NCU  JCRSEV 

46. 

13 

91. 

91 

96. 

43 

36. 

36 

41. 

04 

44. 

49 

492 

479 

300 

H 

NCU  HEHICO 

66. 

31 

91. 

14 

79. 

70 

44. 

99 

46. 

32 

60. 

13 

29 

31 

24 

H 

K 

H 

NCU  VORK 

67. 

63 

70. 

70 

02. 

00 

MM 

61. 

43 

MM 

10,990 

20,900 

23,272 

K 

H 

N  CAROL I NR 

41. 

40 

46. 

73 

49. 

99 

34. 

01 

36. 

09 

41. 

00 

2,011 

2,  109 

2,221 

H 

H 

H 

N  ORKOTR 

36. 

33 

40. 

09 

46. 

14 

30. 

91 

S3. 

10 

37. 

42 

662 

697 

710 

H 

H 

H 

OHIO 

sa. 

96 

42. 

26 

43. 

23 

MM 

26. 

OS 

31. 

99 

7,979 

7,939 

0,329 

M 

K 

K 

OKLRHonn 

29. 

00 

30. 

00 

33. 

61 

MM 

MM 

33. 

61 

MM 

MM 

4 

OREGON 

39. 

79 

42. 

34 

47. 

01 

20. 

07 

34. 

69 

30. 

49 

131 

96 

41 

H 

PeNNSVL^>RNIR 

MM 

42. 

26 

39. 

09 

33. 

93 

42. 

20 

36. 

49 

10,792 

9,223 

10,460 

M 

H 

H 

RHOOe  ISLRNO 

47. 

32 

43. 

40 

46. 

03 

37. 

24 

31. 

93 

39. 

19 

97 

67 

74 

H 

M 

N 

S  CRROLINR 

44. 

29 

42. 

99 

39. 

99 

31. 

76 

MM 

MM 

3, 119 

MM 

MM 

H 

K 

K 

DRUGS 


HEDICRL  OURRBLE 
SUPPLIES  EOUIPnCNr 


OrHER 


H 
H 
K 
M 
K 

K 
K 
N 
H 
H 

M 
K 
H 


N 
H 
H 
M 

H 
N 
N 
N 
M 


H 
N 
H 

H 
H 
H 
K 
M 


K 
H 
N 
N 


M 
N 
N 


N 
N 


N 
N 

M 
M 


TABLE  47  (CONT'D) 


srwrc 

s  oAKorn 
rcwcssEE 

rCKRS 

urRH 

VtttnOHT 
VI  KGINin 

unsHiNcroM 

U  VIKCINIR  3/ 
UISCONSIN 

uvoniNS 

rorflL  srnrES 
sinruE  Ri>CRncE 


LONG-rEKn  CRKE:     SNF  REI HBURSEnENr 
neOICRIO  USE,  EMPENOirURE,  RNO  RRTE  DflrR 


twettnct  Knre  pek 
pnriENT  Mv  (•> 


RVtKMt  nEOICniO  PRfHENT 
PER  PRriENf  OflV  <•> 


rOrBL  DHYS  OF  CHRE 
CIN  rHOUSRNOS) 


RNCiuLnRv  services  included 

IN  PER  01 En  ROTE 


NON-LECENO  PRESCRIBED  nEOICRL 


DURROLE 


rvai 

2«.36 
40.90 
36.09 
39.32 
17.7? 

91.26 
34.37 
36.60 
42.00 
33.71 


41.89 

mm     INOICRrES  DRrR  HOT  REPORTED  OR  NOT  RVRILRBLE 

1/     DRVS  or  CRRC  COnSINEO  UirH  I  CP. 

2/     DRVS  or  CRRE  001161  NED  UITH  I  CP  IN  rva3. 

3/    DRVS  or  CRRE  COTWINEO  rOR  RLL  rRciLiry  rVPES. 


rV82 

rVB3 

rvBi 

rV82 

rV83 

rvai 

PVB2 

pr 

or 

DRUGS 

DRUGS 

SUPPLIES 

EOUIPHENr 

OTHER 

30.06 

33.39 

19.74 

21.97 

24.  17 

190 

102 

99 

H 

K 

H 

K 

H 

K 

MM 

49.46 

36.24 

MM 

34.90 

306 

MM 

3B2 

K 

H 

H 

K 

M 

39.91 

38.29 

26.20 

27.24 

29.99 

1,423 

1,  181 

1,090 

H 

M 

M 

MM 

48.36 

30.40 

MM 

38. 13 

229 

MM 

81 

K 

K 

H 

44.07 

46.73 

41.91 

44.07 

46.73 

20 

MM 

13 

X 

K 

K 

N 

61.90 

98.22 

49.47 

93.  19 

49.47 

276 

169 

199 

H 

H 

K 

N 

K 

39.08 

37.60 

26.00 

29.91 

29.89 

MM 

MM 

MM 

K 

K 

44.39 

49.84 

HH 

36.98 

36.43 

HH 

1,923 

1,30S 

K 

H 

K 

M 

ii 

mm 

41.92 

36.00 

MM 

41.92 

6,900 

MM 

6,329 

K 

K 

H 

mm 

40.71 

23.  14 

MM 

32.49 

426 

MM 

MM 

K 

H 

31 

27 

43 

7 

49 

3« 

9 

42.66 

48.60 

32.24 

34.89 

40.69 

2,689 

2,984 

2,692 

services  Lt  ^nwiL  i^s  Lalo  With    'r''  rei.bursen.ent  rate  per  day  for  SNF 
Arkansas  to  a  high  of  ssl  so        ^      ""^f /^^g^^g  a  low  of  $28.62  in 

national  simple  averLfM^dlcaL  (excluding  Hawaii  and  Alaska).  The 

rate  rpfi«^;r    ^^"^e  Medicaid  payment  per  patient  day  was  $40.69    the  lower 

Liu\i^:f  :^s,rt  ih:^e^:jpi::.^°^^L^rd°""  r^-''^  ^^'^  ssx'arso:i" 

low  Of  4.00b  in  Oklahomi  to  a'higj'of  23  272^ oSol  'm"       U       ""^^'^  ^ 
averages  can  be  deceptive  given  the  trp^Inl        ?  I  ^^"P^^  nationwide 

payment  rate  per  reclnilnt      p  "f^^ndous  interstate  differences  in 

much  more  lccurlte  picture r  'J^?'^'  California  and  New  York  provide  a 
Finally.  TabU  47  IniJ^rr  °^  '"^'^^  ^NF  use  and  expenditures. 


in  the  per  diem  rate. 
Intermediate  Care  Facilities  (ICFs) 


$14  I'bnnon'f  ^  facilities  (ICFs)  accounted  for  $5.4  billion  of  the 

K^  e  Vic  rare"  ti"n^l"'i?  5°""  °^  ^«  P"""'  ^^^^ugh 

package.'":b?r48^'  o°::';hf  y  r:rMedi\'a1d  reiL"'^'"        ^'^'^  ^^'^^^^^ 
reporting  State      Of  tha  In  .  Medicaid  reimbursement  used  by  each 

naJional^ICF  I^iendft^rL    pr:?erre1  llT^^'  'I  ("Presenting  81.9  percent  of 
methods.    Only  five  States  Jenfrtfn  prospective  reimbursement 

method.    There  were  four^^!^^  u"u°^  ""^^  retrospective  facility-specific 

using  a  co^M^alL"  fr^tLds  ^'''''^'^  °'  ^'^^^'^^^  "^^^^  "P"-^ 

per  dlf'^veLerMediclL''''"  °"  ^^^-^^l-  -^es 

pay.,;„t  per  patIe"*da,"Ll30  33      I„Si  r"""?'  '"""^  •'=''''=^" 


ICF-Mentally  Retarded  (ICF-MR) 


ICF-MR  expenditures  in  FY  83  accounted  for  $4.1  billion  out  of  the  $14  1 
billion  spent  on  nursing  homes,  or  29  percent.     ICF-MR  may  be  tSe  smIlL!t  ;f 

X  ensi"  2rrec°  oJ^nf^T"  °'  expenditures'but  U  i^Je  Ls 

expensive  per  recipient  and  fastest  growing  component  of  Medicaid  long-term 
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TABLE  48 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
X  TOTAL  U.S.  * 
FOR  CATEGORY 


YEAR 
END 


9 
6 
6 
6 
6 

6 
6 
6 
6 
6 

6 
6 
9 
6 
6 

6 
6 
6 
6 
6 

6 
9 
6 
6 

12 


30 
30 
30 
30 
30 


6  30 

6  30 

9  30 

6  30 

12  31 


30 
30 
30 
30 
30 

30 
30 
30 
30 
30 

30 
30 
30 
30 
30 

30 
30 
30 
30 
30 

30 
30 
30 
30 
31 


12  31 

6  30 

6  30 

6  30 

12  31 


30 
30 


8  31 


30 
30 

30 
30 
30 
30 
30 


LONG-TERM  CARE:     ICF  REIMBURSEMENT 
REIMBURSEMENT  SYSTEM 


1984 


PROSPECTIVE  RETROSPECTIVE 
FACILITY  FACILITY 
SPECIFIC  SPECIFIC 


X 
X 
X 
X 
X 

33 

59.6 


PROSPECTIVE 
CLASS- 
RATES  COMBINATION 


5 

10.8 


8 

22.3 


4 

7.2 
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TABLE  49 


SrRTE 

RLRSKR 
RRKRNSRS 
CRLirORNIR 
COLORRDO 

coNNCcricur 

OCLRURKE 

otsr  coLunBiR 

rtOKIDR 
GEOKCIR 

HRURII 

lORHO 

ILLtMOIS 

INOIRNR 

lOUR 


LONO-rERn  CRRE: 
HEOICRIO  USE,  EKrENOirURE,  RNO  RRTE  ORrR 


ICF  REinBURSEnENT 


198H 


RVERRGE  RRTE 

rRriENr  orv 


PER  Ri/ERRCE  nEDICRtO  PEVtlCNr         TOrRL  ORVS  OF  CRRE 

C»>  PER  PRriENr  ORV     <»>  CIN  rHOUSRNOS) 


RNCILLRRy  SERVICES  INCLUDED 
IM  PER  01  En  RRrE 


rvoi 


rV82 


Fvei 


FVB3 


21.20 
97.39 
21.69 
28.90 
28.21 

26.97 
11.28 
90.87 

MM 

26. 17 

98. 18 
29.63 
22.81 

MM 

21.00 


29.81 
101.26 
29.79 

MM 

30.92 


33.21 
29.91 

MM 

31.33 
31.01 
32.68 
29.89 


27.97 
102.89 
27.99 

MM 

31.09 

33.38 
39.98 

MM 

37.86 
27.39 

72.27 
33.96 
29.80 
37.69 
26. 19 


22.63 

MM 

19.93 
32.31 
20.91 

19.99 
36.62 
11.02 
22.61 
20.98 

90.28 
27.38 
16.38 

MM 

16.79 


22.69 
98.09 
29.79 
29.  18 
22.81 


MM 

23.91 
19.19 

MM 

26.  11 
20.12 
32.68 
17.97 


23.  18 
102.89 
26.91 

MM 

21.19 


26.62 
20.19 

62.93 
28.30 
21.21 
29.62 
16.81 


KRNSflS 

22 

.16 

MM 

MM 

16 

.01 

MM 

MM 

KEHrUCKy 

27 

.66 

31 

.99 

31 

.88 

21 

.93 

MM 

MM 

LOUISIRNR 

26 

.62 

29 

.81 

26 

.81 

20 

.98 

MM 

17 

.12 

RRINE 

37 

.09 

10 

.30 

13 

.01 

29 

.  19 

22 

.23 

93 

.38 

nRRVLRNO  1/ 

36 

.  11 

MM 

11 

.11 

27 

.63 

MM 

33 

.97 

HRSSRCMUSErrS 

29 

.  19 

33 

.21 

36 

.99 

21 

.39 

21 

.33 

27 

.68 

ni CHI CRN 

32 

.92 

36 

.72 

38 

.  12 

21 

.01 

27 

.01 

28 

.07 

niNNESOrR 

39 

.88 

MM 

39 

.77 

MM 

MM 

30 

.61 

nississippi 

21 

.97 

29 

.  12 

31 

.  18 

22 

.09 

23 

.69 

21 

.61 

nissouRi 

29 

.61 

32 

.93 

39. 

.79 

23 

.03 

21 

.98 

27 

.16 

nONfRNR  2/ 

36. 

.79 

MM 

10, 

.08 

26. 

.86 

MM 

30. 

.00 

NEeRRSKR 

22. 

.97 

26. 

.07 

27, 

.99 

17. 

.13 

le. 

.97 

19. 

.19 

NEVROR 

39, 

.03 

13. 

.61 

12. 

,81 

30. 

.71 

31 

.11 

33. 

.30 

NEU  HRHPSHIRE  3/ 

10. 

.68 

11. 

.91 

18. 

.09 

31. 

.87 

39. 

.80 

37. 

.11 

NEU  JERSEV 

39. 

.18 

13. 

.81 

18. 

,39 

30. 

,19 

33, 

.97 

37. 

,93 

NEU  HEKICO 

30. 

,20 

32. 

,06 

31. 

38 

21. 

30 

27. 

.2? 

29. 

22 

NEU  VORK 

12. 

71 

19. 

.21 

92. 

17 

MM 

36. 

.00 

MM 

N  CRROLINR 

29. 

91 

33. 

19 

39. 

61 

23. 

62 

29. 

33 

26. 

89 

N  DRKOrR 

27. 

39 

30. 

00 

31. 

91 
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LONC-TEKn  CRRE:     ICF  «EI nBURSEHENr  -  1984 
nCDICRIO  USE,  EKfENOITUKE,  RNO  KflrE  Oflm 


ni>EKnGE  Kore  pek 


ni«KRCE  nEDICRIO  PRVnENr 

rcR  PRriEwr  drv  c»> 


rornu  dhvs  or  crre 

CIN  rHOUSRNDS> 


RNCILLMtV  SERVICES  INCLUDED 
IN  PER  DIEII  RRTE 


SrRTE 
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rEKRS 

UTHM 
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SinPLE  RVCRRGE 


FYOl 

Fva2 

FV83 
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29.66 
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HH 

31.99 

27.61 

26.79 
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HH 

36.33 
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HH 

HH 
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SUPPLIES 
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PT 

or 
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K 

K 

K 

HH 
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HH 
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K 

K 

K 
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20,681 
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K 

HH 
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HM 
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K 
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46.73 

743 

HH 
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K 

H 

H 
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H 

H 

K 

HH 
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HH 

HH 

MM 

K 

HH 

HH 

HH 
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H 

K 

H 

HH 
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HH 
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K 

HH 

32.49 
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HH 

HH 

K 

29 

24 

43 

6 

28.60 

30.33 
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DURABLE 
EQUIPflENf 

H 
H 
H 
M 


M 
H 


29 


OFHER 


care  outlays  (17.6  percent  growth  in  FY  83).  Table  50  displays  State  preferences 
for  reimbursing  ICF-MR  facilities.     In  1983  only  9  States  used  the  typicaUy 

^^-^ility-^P^ific  retrospective  method,  as  compared  to  14  States 
in  iyaz.    These  States  account  for  20.2  percent  of  total  national  ICF-MR 
expenditures.     Only  five  States  used  prospective  class  rates  for  ICF-MRs. 
There  were  30  States  reporting  use  of  facility-specific  prospective  rate-setting 
methods.    States  using  strictly  prospective  methods  (35)  represented  70.6 
percent  of  total  national  ICF-MR  expenditures.     Six  States  used  a  combination 
or  methods. 


Table  51  shows  State  average  allowable  Medicaid  rates  and  payments 
per  patient  day.     ICF-MR  rates  incorporate  about  the  same  ancillary  services 
as  do  SNFs  and  ICFs.     Note  that  ICF-MR  rates  run  considerably  higher  than  do 
rates  for  SNFs  and  ICFs.     Institutional  costs  for  these  patients  are  higher 
due  to  the  fact  that  patients  often  require  greater  intensity  of  care.  The 
simple  average  allowable  Medicaid  rate  per  day  in  FY  83,  was  $80.87,  ranging 
from  a  low  of  $44.24  in  West  Virginia  to  a  high  of  $124.64  in  Michigan  (exclud- 
ing Alaska).    Average  Medicaid  payments  per  day  were  slightly  lower.  Total 
days  of  care  ranged  from  a  low  of  41,000  in  Alaska  to  a  high  of  4,577,000  in 
Texas.  Growth  in  patient  loads,  the  high  cost  of  an  ICF-MR  patient  day,  and 
relatively  long  lengths  of  stay  work  together  to  cause  unusually  rapid  Medicaid 
expenditure  growth  for  this  component  of  State  long-term  care  programs. 

INPATIENT  HOSPITAL  SERVICES  REIMBURSEMENT 

Inpatient  hospital  services  are  the  second  largest  component  of  Medicaid 
expenditures  nationwide,  accounting  for  $8.8  billion  or  27.2  percent  of 
Medicaid  outlays  in  FY  83.    From  FY  82  to  FY  83,  inpatient  hospital  Medicaid 
expenditures  rose  from  $7.7  billion  to  $8.8  billion,  an  increase  of  14.8 
percent.    Prior  to  the  Omnibus  Budget  Reconciliation  Act  of  1981,  States  were 
generally  compelled  to  use  Medicare  reasonable  cost-based  reimbursement 
principles  unless  authorized  by  DHHS  to  adopt  an  alternative  method. 

'^^^^  ^^""^  reflects  the  post-OBRA  environment.     By  early 

1984,  only  17  States  (17  percent  of  national  inpatient  expenditures)  still 
used  the  Medicare  retrospective  cost-based  method.    The  other  33  States  (83 
percent  of  total  inpatient  expenditures)  had  moved  to  adopt  either  an  alternative 
plan  or  an  experimental  system  of  inpatient  reimbursement.     States  using 
experimental  systems  based  on  diagnostic-related  groupings  (DRGs)  are  New 
Jersey,  Georgia,  and  Utah.    Most  of  the  other  States  using  alternative  systems 
have  tended  toward  facility-specific  budget  review,  rate  of  increase  control 
and  forms  of  prospective  rate-setting.    Table  52  shows  that  among  those  States 
that  had  departed  from  Medicare  principles  by  early  1982,  only  two  had  extended 
the  method  to  private  payers  (Massachusetts  and  Rhode  Island).     The  systems  in 
Maryland,  New  Jersey,  and  New  York  encompass  all  payers.     The  dates  for  States 
using  alternative  methods  represent  the  year  in  which  the  method  was  approved 
by  DHHS  and  implemented.     By  early  1982  the  method  may  have  undergone  modifica- 
tions since  its  original  approval.    As  a  result  of  OBRA  81,  many  other  States 
are  expected  to  abandon  inpatient  Medicare  reimbursement  principles. 
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TABLE  50 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS  1/ 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY  2/ 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
X  TOTAL  U.S.  I 
FOR  CATEGORY 


YEAR 
END 


30 
30 
30 
30 
30 

30 
30 
30 
30 


12  31 


30 
30 
30 
30 
30 


6  30 
6  30 
6  30 
6  30 
6  30 


30 
30 
30 
30 
30 


6  30 
h  30 
6  30 
6  30 
6  30 

6  30 
9  30 
6  30 

6  30 
12  31 

12  31 


30 
30 
30 


12  31 


30 
30 


8  31 


30 
30 


9  30 
6  30 
6  30 
6  30 
6  30 


LQNB-TERH  CARE:     ICF-MR    REIMBURSEMENT  -  1994 
REIMBURSEMENT  SYSTEM 


PROSPECTIVE  RETROSPECTIVE 
FACILITY  FACILITY 
SPECIFIC  SPECIFIC 


X 
X 
X 
X 
X 

30 

36.8 


PROSPECTIVE 
CLASS- 
RATES  COMBINATION 


9 

20.2 


5 

33.8 


& 

9.1 


1/     ICF-MR/15  BEDS  OR  LESS  -  INDIVIDUAL  FACILITY  PROSPECTIVE  RATE, 

ICF-MR  >  15  BEDS  REIMBURSED  UNDER  MEDICARE  FORMULA. 
2/     ICF-MR  REIMBURSED  UNDER  MEDICARE  FORMULA. 
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K 
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H 
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M 
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9a 
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H 
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MM 
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MM 
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MM 

M 
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ORVS  OF  CRRC  COnaiNED  FOR  RLL  FRCILirV  TVPES. 


DURABLE 

EQuirnENr 

K 
H 
M 
H 


OrHER 
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STATE 

ALABAMA 
ALASKA 
ARKANSAS 
CALIFORNIA  1/ 
COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 
KENTUCKY 
LOUISIANA 
MAINE 

MARYLAND  2/ 

MASSACHUSETTS  3/ 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA  4/ 
RHODE  ISLAND  5/ 
S  CAROLINA 


YEAR 
END 

9-30 
6-30 
6-30 
6-30 
6-30 

6-30 
6-30 
9-30 
6-30 
12-31 

9-30 
6-30 
6-30 
6-30 
6-30 

6-30 
6-30 
6-30 
6-30 
6-30 

6-30 
9-30 
9-30 
6-30 
6-30 

6-30 
6-30 
6-30 
6-30 
6-30 

6-30 
9-30 
6-30 
6-30 
12-31 

12-31 
6-30 
6-30 
6-30 

12-31 


TABLE  52 

INPATIENT  HOSPITAL  REIMBURSEMENT:  1984 
 JYPES  OF  REIMBURSEMENT  SYSTEMS 


MEDICARE 
METHODS 


X 
X 
X 


ALTERNATIVE  REIMBURSEMENTt 


MEDICAID 
ONLY 

81 
83 
84 
82 
77 


83 
81 
83 


80 
83 

82 


82 


80 
83 
81 
81 


82 
83 


81 


83 
83 
83 


PLUS 
MEDICARE 


PLUS 
PRIVATE 


ALL 
PAYERS 


77 


82 


79 
83 


77 
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YEAR 

STATE  END 

S  DAKOTA  6-30 

TENNESSEE  6-30 

TEXAS  9-31 

UTAH  6-30 

VERMONT  6-30 

VIRGINIA  9- 

WASHIN6T0N  6- 

W  VIRGINIA  6- 

WISCONSIN  6- 

WYOMING  6- 

TOTAL  STATES 
•/.  TOTAL  U.S.  t 
FOR  CATEGORY 


30 
30 
30 
30 
30 


TABLE  52  (CONT'D) 
INPATIENT  HOSPITAL  REIMBURSEMENT:  1984 
TYPES  OF  REIMBURSEMENT  SYSTEMS 

ALTERNATIVE  REIMBURSEMENT*""' 


MEDICARE 
METHODS 

X 

•X 


X 
X 
17 
17.3 


MEDICAID 
ONLY 


83 


82 

92 
82 

81 


27 
52. 6 


PLUS 
MEDICARE 


83 


PLUS 
PRIVATE 


ALL 
PAYERS 


I 

0.3 


2 
5.8 


3 

24.0 


*    ?bn  ,mc^^Mfn?;^?I^"LF9^^S2SJII9n^^  P'^YERS  COVERED;  4  CATEGORIES 

iMn^aPF^DA^iii'^^^  MEDICAID  AND  MEDICARE,  MEDICAID  AND  PRIVATE  PAYERS, 

\{    SiS^ll'^^IIgN  OF  RETROSPECTIVE  SYSTEM  AND  CONTRACTING  SYSTEM. 

^f5JJ.I"Jll"!y''SIS!i^^  ^'^SED  ON  APPROVED  HOSPITAL  DEPARTMENT  RATES. 

f,Si"I^L.?^5!        PERCENTAGE  OF  PREDETERMINED  CHARGE  RATES. 

aPJ  IfS^S^SSktL'^^oS^k^S'^^"  SYSTEM.     MEDICARE  DOES  NOT  PARTICIPATE  IN 

OF  Increase  CONTROL  hospitals,    system  is  based  on  per  diem  rate 

E2SI;rl(;^J.I°ri!n^$l"2U2y"  10  percent  cap  on  annual  increases. 

USING  MEDICARE  principles  SUBJECT  TO  MAXICAP.     STATE  HOSPITALS  REIMBURSED 
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Between  March  of  1983  and  March  of  1984,  the  States  of  Alaska,  Arkansas, 
District  of  Columbia,  Minnesota,  Nevada,  Oklahoma,  Oregon,  Tennessee,  and  Utah 
altered  their  Medicare-based  inpatient  reimbursement  systems  to  some  form  of 
prospective  payment.    Table  53  shows  that  most  States  opting  for  prospective 
inpatient  methods  pay  on  the  basis  of  per  diem  and  employ  facility-specific 
rate  of  increase  controls. 

Table  54  shows  recent  trends  in  Medicaid  inpatient  hospital  expendi- 
tures, total  days  of  care  per  year,  and  the  average  payment  per  patient  day. 
States  having  experience  with  alternative  payment  systems  experienced  less 
rapid  expenditure  growth.    The  larger  size  Medicaid  programs  tended  to  adopt 
alternative  payment  systems,  and  experienced  slower  growth  in  per  day  inpatient 
payments  in  contrast  to  relatively  smaller  programs  still  adhering  to  Medicare 
principles.     Interstate  differentials  in  FY  83  average  payment  per  inpatient 
day  was  tremendous.    The  rates  ranged  from  a  low  of  $157.88  in  Nebraska  to  a 
high  of  $495.65  in  California,  with  Alaska  being  an  outlier.    Caution  must  be 
exercised  in  comparing  growth  rates  among  specific  States  as  many  factors 
other  than  reimbursement  affect  overall  Medicaid  hospital  expenditures.  The 
simple  national  average  payment  per  inpatient  day  in  FY  83  was  $315.48. 

PHYSICIAN  SERVICES  REIMBURSEMENT 


Expenditures  for  physician  services  are  the  third  largest  component 
of  Medicaid  expenditures.     In  FY  83,  physician  services  accounted  for  $2.2 
billion,  or  6.7  percent  of  Medicaid  expenditures  nationwide.     States  have 
broad  discretion  within  general  Federal  guidelines  regarding  Medicaid  reimburse- 
ment to  physicians.    Unlike  Medicare,  which  uses  the  statutorily  mandated 
customary,  prevailing  and  reasonable  (CPR)  charge  methodology.  State  Medicaid 
programs  can  use  either  the  CPR  method  or  a  fee  schedule  approach;  whichever 
is  the  lower.     The  Omnibus  Budget  Reconciliation  Act  of  1981  freed  States  from 
the  CPR-based  upper  limit.    States  are  now  free  to  set  physician  Medicaid 
reimbursement  payments  at  their  discretion  so  long  as  they  are  "adequate  and 
reasonable . " 


The  CPR  method  used  by  Medicare  limits  reimbursement  to  the  lowest  of  the 
following:     a  physician's  actual  charge,  the  physician's  median  charge  in  a 
recent  prior  period  (customary),  or  the  75th  percentile  of  charges  in  that 
same  period  (prevailing).    Any  prevailing  charges  at  or  under  the  75th  percentile 
criterion  are  considered  "reasonable."  In  some  States,  the  75th  percentile  is 
determined  on  the  basis  of  physicians'  charges  in  the  same  specialty  and/or 
sub-State  region;  in  others.  States  use  charge  data  from  all  physicians 
regardless  of  specialty  or  sub-State  region.    Finally,  since  1976  an  "economic 
index"  has  been  applied  to  limit  the  rate  of  increases  in  Medicare  prevailing 
rates.    Technically,  Medicaid  regulations  refer  to  a  "usual,  customary  and 
reasonable"  (UCR)  method.    Other  than  confusion  over  definitions,  the  (UCR) 
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STATE 

ALABAflA 
ALASKA 
ARKANSAS 
CALIFORNIA  1/ 
COLORADO 

CONNECTICUT 
DELAWARE 

DIST  COLUMBIA  2/ 

FLORIDA 

GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

lOUA 

KANSAS 

KENTUCKY 

LOUISIANA 

flAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND  II 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
X  TOTAL  U.S.  $ 
FOR  CATEGORY 


TABLE  53 

INPATIENT  HOSPITAL  REIMBURSEMENT:  1984 

CHARACTERISTICS  OF  ALTERNATIVE  SYSTEMS 
UNIT  OF  PAYMENT  RATE  OF  INCREASE  CONTROL 

PER  DIEM    PER  CASE    CAPITATION  UNIFORM     BY  CLASS     INDIVIDUAL  OTHER 

X 

•*  *•  *• 


X 
X 
ft 

X 


23 

73.3 


X 


6 

22.9 


2 
3. 1 


1 

4.3 


7 

33.4 


X 

ft 

X 


X 
X 
X 
X 


21 
40.6 


3 

3.7 


♦f    DATA  NOT  REPORTED  OR  NOT  AVAILABLE. 
D     INDICATES  SUB-STATE  DEMONSTRATION  BASIS 

M,    SMyS^!5E^"^M55^«i§?!S^E^§5'^^^^^      for  all  medicaid  inpatient  services. 
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TABLE  54 

INPATIENT  HOSPITAL  EXPENDITURES:  1984 

  EXPENDITURE,  AND  RATE  DATA 

^°^?f  MirMnNcl"'"  ^°T?b"5fi^s"0F"cARE AVERAGrPAvSiST'pER" 
  '^'^  thousands)  inpatient  day  ($) 

ARKANSAS                        *i        43  g  ii'l  ,7^  , **  *a5-32  542.74 

CALIFORNIA                   ♦*  1  .54  1   ,   t|^S  275  172  213  255.  00  315.  90 

COLORADO                   33.8     '46  4  '42*1  i  ^'?Z?  ^'J!^  **2.  00  495.  65 

jo.o        to.t  ijz.i  155  1^7  147  249.89  277.75  285.82 

CONNECTICUT              70.3           «*  102  717  tl. 

DELAWARE                   12  9           t#  15  1  !!  222.00  t#  283.59 

DIST  COLUMBIA               **  ,03  0  II  !!  ,1^  **  *♦  *58.31 

^•^'•^  151  .  1  577  630  506  197.51  237.70  298.41 

i!a!"                       lo!!        11**2  tl'J  U2  *.!  ^^,2  •*  ♦*  *29.59 

H  ■  #  ^'5  ^35:§§  1^:11 

IOWA                             ,»      ^2  5  7Q  A  til  11?  '03.00  295.00 

^^•-^  'O'*  383  345  344  181  .  36  204.78 

tlisj.      "4  wil  51|  joj  .oi  Jii.iJ  .s:.j; 

MAINE                         35.4        415  43  9  ?o|  **  ^01. 99  278.72 

HARVLAND                  129.9      l^JJ  iSJ'.J  il?  400  ^3^  309.^*4  322.38  lllH 

KcHIgSn'^''^         5§4'o  ill-'.  3.582  1  ,700  249.00  250.00  252.71 

SiNNESOTA                *  =  till  '^tll  ^331  1,154  270.71  269.30  389: 

•      i^Z.*  123.3  516  502  441  »t  243.99  279.72 

NEBRASKA                                 .7*?  "  ♦*  286.00 

NEVADA                       18  2        22*9  27*^  ^22  1*^1  "  139.22  157  88 

NFU  HflMPc?HiRc           .7  o        T?,  ?Z'°  '2  94  *»  t*  243.50 

i^i:?  2^:1  2^5:5  1.3?;  i,:5§  i.2;§  5i!:S§  ?5!:'2i 

Mna     W^i-S  wl'S  "*  3?;JS 

NDAKOT^  "5  705  '721  131  .  92  188.  63  222.  87 

-      3ll:§  4^5^^  1,00=S  l,08l  1,12=6^  11  iJtiSJ  Ul'To 

SrE^GOn"'                                 ^J'J  '3'.0  433  465  490  221.62  245.00  277.00 

PENNSYLVANIA           630  0      560.9  6lo"  4  1  956  2    21  2  2?9  214  i°7?'^?  ^/pi-^S 

RHODE  ISLAND             20  2        2«(  n  t1(  t  '  S?  ^'^SS  2,219  214.36  275.01  287.28 

S  CAROLINA                57  0        ll'a  ,11  ^21. 67  291.03  315.33 

LHKUHNH                37.0        63.0  63.0  234  189  158  224.45  334.00  399.00 

TENNE°SSEE                  97**9  AVI  Al  =6  69  157.25  262.36  222.09 

TEXAS                      7qI  7.      ^•^i   *  ^'^^  **  394  194.05  285.  00 

UTaS                          2l'  0        22i  Hn'l  7T  m  284.94  320.  49 

VERMONT                        tt        ri'o  ^5  286.04  302.00  400.00 

**        12.0  15.0  55  55  60  t#  218.00  250.00 

"i!  :>i  5?i  !i§  mil  iii.-i? 

WISCONSIN                tii  J  .51-2  »♦  201  179  t#  273.05  319.00 

K''^                              ^'^l  367  353  484  305.  28  362.00  319.53 

SIMPLE  AVERAGE                     ^'^^^                  22,317  28,910  26,939 

SIMPLE  AVERAGE  225.93  282.32  315.48 
DATA  NOT  REPORTED  OR  NOT  AVAILABLE. 
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method  and  the  (CPR)  methods  are  the  same.  -     Within  this  framework,  State 
Medicaid  programs  set  physician  reimbursement  rates  using  the  Medicaid  method 
or  a  fee  schedule,  whichever  is  the  lower.     Some  States  have  delayed  in 
updating  physician  charge  profiles,  use  artificially  low  economic  indices,  or 
simply  elect  to  reimburse  at  below  Medicare's  75th  percentile  of  prevailing  to 
the  point  where  they  have,  in  reality,  converted  to  a  fee  schedule. 

Table  55  shows  that  by  early  1984,  17  States  reported  using  Medicare's 
CPR  methods,  with  2  of  these  States  reimbursing  physicians  below  Medicare's 
75th  percentile  of  prevailing  charges.     These  States  represented  only  28 
percent  of  total  physician  expenditures.    Thirty-three  States  reported  using 
fee  schedules  (72  percent  of  total  physician  expenditures),  five  of  which  use 
a  relative  value  scale.    Between  March  1983  and  March  1984,  Arkansas,  District 
of  Columbia,  and  Minnesota  left  Medicare  principles  for  fee  schedules.  Seven 
States  were  experimenting  with  capitation  reimbursement  methods. 

Table  56  shows  the  extreme  interstate  variations  in  physician  reimbursement 
rates  for  CPs  and  specialists  for  a  few  selected  procedures.    The  variation 
for  a  GP  office  exam  (CPT-4,  90040)  ranges  from  a  low  of  $4.20  in  Mississippi 
to  a  high  of  $20.00  in  the  District  of  Columbia  (excluding  Alaska).  The 
nationwide  simple  average  for  1983  was  $10.73. 

To  further  indicate  interstate  variability  among  physician  Medicaid 
reimbursement  rates,  Table  56  shows  rates  for  the  surgical  procedure  -  appen- 
dectomy (CPT-4,  44950)  and  for  total  obstetrical  care  including  antepartum 
care,  vaginal  delivery  and  post-partum  care  (CPT-4,  59400).     For  GP  appendectom- 
ies, payment  rates  range  from  a  low  of  $100.00  in  Pennsylvania  to  $512.89  in 
Nevada;  the  simple  national  average  being  $311.59.    GP  reimbursement  for  total 
obstetrical  care  ranged  from  a  low  of  $100.00  in  Pennsylvania  to  a  high  of 
$750.00  in  Oklahoma;  the  simple  national  average  being  $375.75.    These  inter- 
state differences  are  summarized  below: 

Fee  Office  Visit  Appendectomy         Obstetrical  Care 

Variations  CPT-4  (90040)  CPT-4  (44950)  CPT-4  (59400) 

High  $20.00  $512.89  $750.00 

(DC)  (NV)  (OK) 

Low  $  4.20  $100.00  $100.00 

(MS)  (PA)  (PA) 

Difference  $15.80  $412.89  $650.00 

Simple  Average         $10.73  $311.59  $375.75 


Spitz,  Bruce,  State  Guide  to  Medicaid  Cost  Containment,  National 
Governors'  Association  and  Intergovernmental  Health  Policy  Project, 
September  1981. 


121 


TABLE  55  3/31/8A 
PHYSICIAN  SERVICES  REIMBURSEMENT 

   ^^P^     °P     REIMBURSEMENT  SYSTEM 

...'A'.i'All...  " FEriEHEDu[Er" - 

ALASKA  -  -   

ARKANSAS  BOl                       -  _  _  - 

CALIFORNIA  Z                         X  -  _  " 

COLORADO  .                       :  X  0  1  83 

CONNECTICUT  .  "  7  83 

DELAWARE  75,                       ^  .  _ 

DIST  COLUMBIA  Z  -  -  4  52 

FLORIDA  .                       X  -  _  ^8 

GEORGIA  .                       -  X  _  10  83 

HAWAII  DAv  '  * 

IDAHO  -  -  .  „ 

ILLINOIS  .                        I  -  -  '  =3 

INDIANA  7=y                       X  -  -  ! 

IOWA  ll^l 

KANSAS  7ey  "  ^  " 

KENTUCKY  -  - 

ssyji'™  'P       -;       :        ?  'Of; 

MARYLAND  .                        jf                     -  .  |  82 

MASSACHUSETTS  -  '  * 

MICHIGAN  .                        ;                     X  _ 

MINNESOTA  -                        J                     -  D  17  qn 

MISSISSIPPI  .                        ;                     -  .  ^2  80 

MISSOURI  .                       j                    -  -  7  82 

MONTANA  "  D  ♦ 

NEBRASKA  .                       J                    -  .  , 

NEVADA  .                       X                    .  .  I  II 

NEW  HAMPSHIRE  .                        5                     -  -  7  ao 

NEW  JERSEY  .                       J                    -  _  7  80 

NEW  MEXICO  75V  °  * 

NEW  YORK  :  - 

N  CAROLINA  .                       J                    "  D  fl  pn 

N  DAKOTA  .                        ;                     -  8  80 

<75X  I  :  -  6  S'l 

OKLAHOMA  7.. 

OREGON  "                     -  .  , 

PENNSYLVANIA  T                     -  -  ,0  2? 

RHODE  ISLAND  -                       $                    -  D  T 

S  CAROLINA  .                       J                    -  -  9  80 

S  DAKOTA  "  ^  ^2 

TENNESSEE  75X                       "                     "  "  - 

uIah'  ^^'^                      :  :  §3 

VERMONT  .                       J                    -  _  ¥  83 

VIRSINIA  .                       ,                    '  -  6  82 

WASHINGTON  _                        *                     -  -  a  fli 

W  VIRGINIA  .                        :                     X  -  °1 

WISCONSIN  .                        I                     -  -  I 

WYOMING  75X                       f                     ■  -  ♦ 

TOTAL  STATES  17  00 

X  TOTAL  U.S.  $  28                    5  7 

FOR  CATEGORY  28.4                  45.2  26.4 

n     JwSJrAlIf  5^^*^         REPORTED  OR  NOT  AVAILABLE 
D     INDICATES  SUB-STATE  DEMONSTRATION  BASIS 
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TABLE  56 


PHYSICIAN  SERVICES  REIMBURSEMENT:  1984* 


MAXIMUM 


BRIEF 

OFFICE  EXAM 

APPENDECTOMY 

OBSTETRICAL  CARE 

STATE 

GP 

SPECIALIST 

GP 

SPECIALIST 

GP 

SPECIALIST 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

*11.70 
$2S.41 
*12.00 
112.00 
♦11.75 

♦11.70 
t«* 

112. 00 
♦12.00 
♦11.75 

♦405. 00 
*«« 

♦275.00 
♦312.00 
♦280.00 

♦405.00 

♦275. 00 
♦312.00 
♦280.00 

♦450.00 
«** 

♦500. CO 
♦458.00 
♦392.00 

♦450.00 
♦  ♦♦ 

♦  J  W  W  •  V  VJ 

♦458.00 
♦392.00 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

16.75 
tl2.66 
J20.00 
«10.00 
«12.36 

♦  6.75 
♦12.66 
♦20.00 
♦10.00 
♦12.36 

♦240.00 
♦390.35 
♦315. 00 
♦197.60 
♦329.60 

♦240.00 
♦390.35 
♦315. 00 
♦197.60 
♦329.60 

♦289.80 
»♦♦ 
ttf 

♦310.08 
♦339.90 

♦289.80 
*t« 

#  4 

♦310.08 
♦339.90 

HAHAI I 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

19.06 
J10.50 
110.50 
*14.40 
«16. 40 

♦12.34 
♦10.50 
♦10.50 
♦16.50 
♦30.00 

♦413.40 
♦336.40 
♦250. 00 
♦356.00 
♦280.00 

♦413.40 
♦336.40 
♦250.00 
♦360.00 
♦484.45 

♦286.60 
♦450.00 
♦375. 00 
♦488.90 
♦437.35 

♦  363.  12 
♦450.00 

♦515.75 
♦538.28 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

«7.00 
*10.50 
»11.70 

J8.00 
JIO.OO 

♦  7.00 
♦12.00 
♦11.70 

♦  8.00 
♦10. 00 

♦268.00 
♦  401 . 60 
♦350. 00 
♦217.50 
♦191.00 

♦268.00 
♦401.60 
♦350. 00 
♦217.50 
♦191.00 

♦331.60 
♦  t* 

♦600 . 00 
♦268.00 
$266.00 

♦331.60 
*** 

tbQQ  00 

*^  u  V  V  •  V  V 

♦268.00 
♦266.00 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

♦  6.00 

♦  7.00 
♦  12.  10 

♦  4.20 
♦10.00 

♦  6.00 

♦  7.00 
♦  12.  10 

♦  4.20 
♦10.00 

♦224.50 
♦258.60 
♦370. 00 
♦295.00 
♦220.00 

♦224.50 
♦258.60 
♦370. 00 
♦295.00 
♦220.00 

♦168.00 
♦372.72 
♦350. 00 
♦446.25 
♦220.00 

♦168.00 
♦372.72 
♦350. 00 
♦446.25 
♦220.00 

MONTANA 

NEBRASKA 

NEVADA 

NEM  HAMPSHIRE 
NEW  JERSEY 

♦11.30 
♦10.00 
♦13. 16 

♦  6.00 

♦  7.00 

♦11.30 
♦14. 10 
♦13. 16 

♦  6.00 

♦  9.00 

♦342.88 
♦462.00 
♦512.89 
♦225.00 
♦184.00 

♦342.88 
♦462.00 
♦512.89 
♦225.00 
♦211.00 

♦577.48 
♦650.00 
♦539. 42 
♦214.00 
♦210.00 

♦577.48 
♦650.00 
♦539. 42 
♦214.00 
♦236.00 

NEM  MEXICO 
NEM  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

♦10. 40 

♦  7.00 
♦11.40 

♦  9.  90 
♦10.00 

♦11.90 

♦  9.00 
♦  13.  10 

♦  9.  90 
♦10.00 

♦367.75 
♦160.00 
♦378.00 
♦397.70 
♦225.00 

♦400.60 
♦160.00 
♦378.00 
♦397.70 
♦225.00 

♦305.85 
♦200.00 
♦400. 00 
♦336.00 
♦225.00 

♦354.78 
♦275.00 
♦454. 75 
♦336.00 
♦225.00 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

♦11. 75 
♦10. 24 
♦11.00 
♦12.00 
♦  6.30 

♦15.60 
♦10.24 
♦11.00 
♦12.00 
♦  6.30 

♦487.20 
♦358.74 
♦100.00 
♦186.00 
♦307. 40 

♦487.20 
♦358.74 
♦100. 00 
♦186.00 
♦307. 40 

♦750.00 
♦464. 10 
♦100. 00 
♦300.00 

^  w  A  w  .  J  V 

♦750.00 
♦  464.  10 
♦100. 00 
♦300.00 

9  ^  ^  0  . 

S  DAKOTA 
1 bNncbsct 
TEXAS 
UTAH 
VERMONT 

♦10.00 
♦10. 30 
♦11.03 
♦10.04 
♦  6.00 

♦10.00 
♦17.20 

♦11.01 
♦  6.00 

♦345.00 
♦445.75 
♦368.05 
♦312.63 
*#« 

♦345.00 
♦563.00 
*•* 

♦382.58 
f  •* 

♦325.00 
♦441. 10 
♦381.53 
♦401.00 
♦275.00 

♦325.00 
♦632.00 
»tt 
♦524.50 
♦275.00 

VIRGINIA 
WASHINGTON 
M  VIRGINIA 
MISCONSIN 
MY0MIN6 

♦  6.30 
♦12.84 
♦10.00 
♦15.00 
♦12.50 

♦  6.30 
♦12.84 
♦10.00 
♦15.00 
♦14.40 

♦236.25 
♦  283.  16 
♦230.00 
♦400.00 
♦464.30 

♦236.25 
♦283. 16 
♦230.00 
♦400.00 
♦484.00 

♦262.50 
♦473.55 
♦255.00 
♦530.00 
♦544.50 

♦262.50 
♦473.55 
♦255.00 
♦530.00 
♦353.50 

SIMPLE  AVERAGE 

♦10.73 

♦11.30 

♦311.59 

♦320.50 

♦375.75 

♦391.90 

*\  STATluiDpAVERflrPpPF^^^i^P^nRgJMiJglS  ftgl  ^SED  AS  REPORTED  IN  A  PREVIOUS  YEAR. 
IISm    f8Ii  iiflT?SS/TDll?icE?°£^$y5F.rP^S  by  CPT-4  codes:  90040  BRIEF  OFFICE  VISIT 
QBSThR^rfl^^?iSc^ISrMmfKJ"!Sl5iki!^l°.!SI^ENT:   44950  APPENDECTOMY;   59400  TOTAL 

IN^'lCATls"feAfS'5oT%'E^"S5fiD'oR"orSv%fjAlCE!'^^  ^^^T^PARTUM  CARE. 
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There  are  many  factors  which  could  account  for  such  wide  interstate 
physician  payment  differences.    For  States  using  the  CPR  method,  prevailing 
physician  fees  among  various  parts  of  the  country  account  for  much  of  the 
difference.    For  those  using  fee  schedules,  policy  decisions  were  made  to 
reimburse  at  rates  often  lower  than  Medicare  prevailing  rates.    Lower  physician 
reimbursement  levels  are  not  necessarily  a  way  to  help  contain  Medicaid  costs. 
They  tend  to  reduce  physician  participation  in  the  program  and  often  result  in 
reduced  recipient  access  to  routine  primary  care.    This  can  cause  recipient 

'°  """^  ^^P«^«i^^  settings  (e.g..  emergency  room  and  hospital 

outpatient  departments).  Low  office  reimbursement  rates  give  a  physician  an 
incentive  to  hospitalize  in  order  to  gain  higher  fees  for  the  same  services 
that  could  have  been  performed  in  the  office.    Low  rates  may  also  lead  to 
overuse  of  ancillary  services.    Low  physician  reimbursement  rates  may  well  be 
a  false  economy. 

OUTPATIENT  HOSPITAL,  CLINIC,  AND  DRUGS  REIMBURSEMENT 

Outpatient  hospital  services  refer  to  emergency  rooms  and  hospital-based 
ambulatory  care  clinics.     "Clinics"  refer  to  free-standing  physician-supervised 
ambulatory  care  settings;  this  excludes  rural  health  clinics.    Drugs  refer  to 
legend  or  prescription  drugs  prescribed  by  a  physician. 

Table  57  shows  that  26  of  the  reporting  States  (only  29  percent  of 
national  outpatient  expenditures)  use  Medicare  cost-based  reimbursement 
principles  for  outpatient  hospital  services  and  24  (71  percent  of  total 
expenditures)  use  alternate  methods,  normally  fee  schedules.    Federal  regula- 
tions specify  only  that  Medicaid  payments  for  outpatient  hospital  services 
cannot  exceed  charges  to  Medicare.    Below  this  ceiling,  rates  can  be  altered 
downward  to  reflect  local  conditions  and  preferences.    There  is  flexibility  to 
differentiate  rates  among  emergency  room  care,  specialized  outpatient  services, 
and  primary  care  services.  As  with  inpatient  care,  the  trend  has  been  for  more 
and  more  States  to  abandon  Medicare  principles  to  reimburse  outpatient  hospital 
services  in  favor  of  alternate  methods.     Five  States  reported  no  coverage  for 
free-standing  clinic  services.     Three  States  reported  adherence  to  Medicare 
principles.    There  were  41  States  using  alternate  methods  (these  41  States 
represented  99  percent  of  total  Medicaid  clinic  services  expenditures). 

Prescription  drug  reimbursement  conforms  to  the  maximum  allowable  cost 
(MAC)  system  in  effect  since  1976.    This  has  lead  to  considerable  uniformity 
in  drug-specific  payments  across  States,  however.  States  vary  in  retail 
pharmacy  dispensing  fees,  recipient  copayments,  limitations  on  use,  over-the- 
counter  exclusions  and  formulary  status  for  legend  drugs.    Table  58  shows 
these  interstate  variations.    For  example,  retail  pharmacy  dispensing  fees 
(per  prescription)  range  from  a  low  of  $2.25  in  Pennsylvania  to  a  high  of 
$3.95  in  the  District  of  Columbia.    Of  the  48  States  sponsoring  a  drug  program, 
30  charge  no  copayments;  the  remainder  charge  copayments  to  recipients  ranging 
from  $.50  to  $3.00,  most  having  copayments  of  $.50  to  $1.00  per  prescription. 
Between  March  1983  and  March  1984,  only  New  Mexico  dropped  its  drug  copayment 
(from  $  .25).  A  few  States  made  up  and  downward  adjustments  to  drug  copayment 
levels.    Eleven  States  limit  number  of  new  prescriptions  per  month.  Twenty-four 
States  use  a  formulary  (limited  or  restricted  drug  list). 
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TABLE  57 


OUTPATIENT  HOSPITAL  AND  CLINIC  REIMBURSEMENT:  19S4 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
M  VIRGINIA 
WISCONSIN 
WYOMING 

TOTAL  STATES 
I  TOTAL  U.S.  S 
FOR  CATEGORY 


OUTPATIENT  HOSPITAL 
SERVICES 


MEDICARE 
PRINCIPLES 


26 
29.4 


OTHER 


24 

70.6 


CLINIC 
SERVICES 


MEDICARE 
PRINCIPLES 

NC 


NC 


NC 


X 
NC 

NC 


0.8 


OTHER 

NC 
X 
X 
X 
X 

X 
X 
X 
NC 

X 

X 
X 
X 
X 
X 


X 
X 
X 
X 

X 
X 
X 
NC 
X 

X 
X 
X 
X 
X 

X 
X 
X 


X 
NC 
X 

X 

X 
NC 

X 
«• 

X 
X 
X 
X 
X 

41 

99.2 


NC    INDICATES  SERVICE  NOT  COVERED. 

«♦     DATA  NOT  REPORTED  OR  NOT  AVAILABLE. 
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TABLE  58 


PRESCRirnOH   ORU&    KEI  nBURSEHENr  :  198'i 
DRUGS 


SrRTE 

RLRSKn 
RRKRNSnS 
CRLirORMIR 
COLORRDO 

coNHEcri cur 

OCLRURRC 

oisr  coLunaiR 

rtORI OR 
CEORCIR 

HRURI I 
lORHO 
ILLINOI S 
INDIRNR 
lOUR 

KRNSRS 

KEMrUCKV 

LOUISIRNR 

nRINE 

nRRVLRND 

^  nRSSRCNUserrs 

Isj  niCHtCRN 
0\  niHNESOTR 

nississipri 
nissouRi 

nONTRNR 

NEBRRSKH 

NEVROR 

NEU  HRnrSHIRE 
NEU  JERSEV 

NEU  nEKICO 
NEU  VORK 
N  CRROLINR 
H  ORKOTR 
OHIO 

OKLRHOnR 
ORECON 

PENNSVLVRNIR 
RHODE  ISLRND 
S  CRROLINR 

S  ORKOTR 

TENNESSEE 

TENRS 

UTRH 

VERHONT 

VIRCINIR 
URSHI HCTON 
U  VIRGINIR 
UI SCONSI N 
Uf oni NC 

■    n    -    HLL  OR 
mm    H-NO  DRUG 
C-LI nl TEO 
••■•M  INDICATES 


Rr7RIL  rMRRnflCV 
OISrENSING 
rECCRRNGO 

»2.  79 


COrRVnENT 
•  RRHGE 


PRESCRI PTI OH 

Linirs 

PER  nOHTH 


REFILLS  PER 

noHTHts:) 


t  LI ni r 

PER  nOHTM 


HRKi nun 

OURHTI TV 
<ORf S> 


or  c» 

EKCLUSI ONS 


roRnuLRRV 

STRTUSxH 
CLE6EH0  DRUG) 


>0 . 90->3 . 00 


»3.a» 

•3.60  tl-OO 
«3.40 

»3  .  I  1 
»3.20 

•3.99  »0.90 

•  3.33 

•  3.  IT  -»3.6l 

»2.90 
*2.90  -»3.90 

•  3.00 

•  2.90 

•3.7^  »1.00 

•3.87  »0.90 

•  2.39 

•  3.67 

•3.20  ^0.90 

•  3.29 

•  2.92 

•2. 79  »0.90 
nan 

•  3.33 

•2.90  >0.3a-»2.00 

•2.00  -»3.?3  »o.go 

•  s"!  »1.00 
•2.70  •0.79 

»2.7e  -»3.00 

•  3.69 
•2-60 

•3.22  »0.90 

•  3.79 

•  2.60 

•  3.90 

•  3.40 

•  2.29 

•  3.10 

•3.03  »0.90 

fJ.OO  »1.00 

•  3.29 

•  3.'<7  -»3.80 

•  2.89 

•2.90  »1.00 

•2.89  »0.90-»l 
•2.89  -»3.29 

•2.7S  »0.90-»l 

•  S.'^O  »0.30 


00 
00 


12 


9 

6 

8 

C 

DRUG  PROGRRn- 

9 

6 

- 

33 

- 

8 

8 

— 

100 

8 

U 

1 

1 

100 

8 

C 

6 

30 

R 

R 

- 

_ 

- 

8 

R 

3 

- 

30 

- 

8 

B 

22 

D 

30 

_ 

8 

C 

_ 

_ 

- 

30 

90 

R 

B 

- 

- 

30 

3-1 

- 

B 

B 

- 

- 

B 

C 

R 

B 

- 

- 

- 

B 

8 

_ 

12 

- 

30 

100 

R 

R 

- 

- 

- 

- 

- 

B 

C 

- 

B 

B 

9 

6 

n 

2 

too 

8 

B 

9 

6 

180 

- 

B 

8 

9 

6 

120 

8 

C 

9 

- 

- 

B 

B 

9 

B 

C 

- 

- 

8 

C 

_ 

B 

R 

- 

- 

H  H  M 

HHH 

R 

C 

3 

1 

- 

30 

8 

B 

3 

6 

90 

R 

C 

9 

6 

60 

R 

8 

180 

D 

C 

3 

6 

- 

- 

B 

0 

R 

3 

12 

R 

3 

30 

C 

3 

6 

34 

C 

9 

100 

D 

9 

19 

34 

B 

9 

30 

B 

3 

1 

90 

0 

8 

3 

3  1 

0 

9 

6 

180 

c 

C 

9 

30 

C 

B 

C 

3 

30 

C 

I  1 

12 

34 

c 

-NO 


DRUG  PROGRNH- 


L^s?IR^^^?s^si  s^isi":i^ssbUE!;8:E;^s.ss  sSur[i?f"gs/^^s?^?s^2st^G§sjirEiS!i;^is>R  REm.uRSEnEHr, 

DRUG  LIST:  O-RESTRICTEO  DRUG  LIST. 
ORTR    NOT    REPORTED    OR    MOT  Ri/RILRBLE. 


Chapter  5 


ADMINISTRATION  AND  FINANCE 


This  section  discusses  the  administration  of  State  Medicaid  programs, 
activities  associated  with  the  administration  of  the  programs,  and  data 
concerning  the  finance  and  data  management  systems. 

ADMINISTRATION 

Administration  of  the  State  Medicaid  program  is  vested  in  single  State 
agencies.    Within  each  agency.  State  plans  must  designate  a  medical  assistance 
unit  responsible  for  developing,  analyzing,  and  evaluating  the  Medicaid 
program.    The  law  further  requires  the  States  to  establish  medical  care 
advisory  committees  to  advise  the  Medicaid  agency  director  about  health  and 
medical  services.     This  committee  must  include  board  certified  physicians  and 
other  representatives  of  the  health  professions,  members  of  consumer  groups, 
and  the  director  of  either  the  State  public  welfare  or  the  public  health 
department  (whichever  department  does  not  run  the  Medicaid  agency). 

Activities  for  administering  the  State  Medicaid  program  are  discussed 
in  this  section  and  include:     program  administration,  Medicaid  Management 
Information  System  (MMIS),  claims  processing  activity.  State  administration, 
and  waivers. 

Eligibility  Determination  and  Program  Administration 

States  are  allowed  three  options  for  administering  coverage  of  SSI 
recipients  (42  CFR  431.10(c)): 

•  States  electing  to  extend  Medicaid  to  all  SSI  recipients 
can  enter  into  an  agreement  with  the  Social  Security 
Administration  under  Section  1634  of  the  Act  for  determina- 
tions of  Medicaid  eligibility; 

•  States  electing  to  extend  Medicaid  eligibility  to  reci- 
pients of  SSI  can  maintain  eligibility  determinations  on  a 
State  level;  or 

•  States  electing  the  209(b)  option  (where  recipients  of 
cash  assistance  under  SSI  are  not  automatically  eligible 
for  Medicaid)  can  require  cash  assistance  recipients  to 
make  a  separate  application  for  Medicaid. 

Table  59  displays  the  option  chosen  by  each  State.     Thirty  States  elected 
to  have  Federal  determination  and  those  30  States  expended  74.4  percent  of 
total  Medicaid  expenditures  in  1983.     Six  States  elected  to  extend  Medicaid  to 
all  recipients  of  SSI  but  maintain  eligibility  determination  on  a  State  level. 
Those  six  States  expended  only  3.0  percent  of  total  Medicaid  expenditures  in 
1983.    Fourteen  States  elected  the  209(b)  option,  consisting  of  22.6  percent 
of  total  Medicaid  expenditures. 
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TABLE  59 


3/31/84 


MEDICAID  ELIGIBILITY  DETERMINATION,  PROGRAH  OPERATION  AND  ADMINISTERINS  AGENCY 
ELIGIBILITY    DETERMINATION        PROGRAM  ADMINISTRATION  ADMINISTERING  AGENCY 


STATE  209(B)  STATE  LOCALLY        HEALTH  WELFARE  UMBRELLA 

STATE        1634  DETERMINATION    STATE    ADMINISTERED  ADMINISTERED      DEPT    ^^^^'^^^  UMBRELLA 


ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 


CONNECTICUT 
DELAWARE  X 
DIST  COLUMBIA  X 
FLORIDA  X 
GEORGIA  X 

HAWAII 
IDAHO 
ILLINOIS 
INDIANA 

IOWA  X 


KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 


MASSACHUSETTS  X 
MICHIGAN  X 
MINNESOTA 
MISSISSIPPI 
MISSOURI 

MONTANA  X 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE  - 
NEW  JERSEY  X 


NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 


S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
U  VIRGINIA 
WISCONSIN 
WYOMING 


OKLAHOMA 
OREGON 

PENNSYLVANIA  X 
RHODE  ISLAND  X 
S  CAROLINA  X 


TOTAL  30 
r.  TOTAL  U.S.  t 
FOR  CATEGORY  74.4 


6 

3.0 


14 
22.6 


X 
X 
X 
X 
X 

X 
X 
X 
X 
X 

X 
X 
X 
X 
X 

X 
X 

X 
X 

X 
X 
X 
X 
X 


44 

60.3 


39.7 


S 

13.9 


DEPT  AGENCY 


22 
63.2 


X 
X 

20 

17.0 


OTHER 
X 


3 

3.9 


128 


A  State  plan  must  be  in  operation  statewide  through  a  system  of  local 
offices  under  equitable  standards  for  assistance  and  administration  that  are 
mandatory  throughout  the  State  (42  CFR  431.50(b)).    However,  the  State  may 
choose  to  administer  the  program  on  the  State  level  or  by  political  subdivision 
of  the  State.    Table  59  displays  the  choices  made  by  States  as  to  the  level  on 
which  the  program  will  be  administered.     Forty-four  States  (including  the 
addition  of  Nebraska  and  South  Carolina)  have  chosen  to  administer  the  Medicaid 
program  on  a  State  level  and  accounted  for  60.3  percent  of  total  Medicaid 
expenditures  in  1983.     Six  States  have  chosen  local  administration  and  those 
six  States  accounted  for  39.7  percent  of  total  Medicaid  expenditures  in  1983. 
What  this  means  is  that  in  those  States  whose  program  is  locally  administered, 
the  State  plan  is  mandatory  on  each  of  the  political  subdivisions.    The  local 
administrations  do  not  have  the  authority  to  change  or  disapprove  any  adminis- 
trative decision  of  the  State  Medicaid  agency  with  respect  to  the  application 
of  policies,  rules,  and  regulations  issued  by  the  Medicaid  agency. 

A  State  plan  must  specify  a  single  State  agency,  established  or  designated, 
to  administer  or  supervise  the  administration  of  the  plan  (42  CFR  431.10(b)). 
Generally,  the  administering  agency  has  been  the  State  health  agency,  welfare 
agency,  or  an  umbrella  agency.     A  possible  effect  of  the  administering  agency 
being  the  health  department  is  that  the  welfare  department  has  control  over 
the  intake  of  eliglbles  in  the  AFDC  and  SSI/SSP  programs,  individuals  who 
automatically  become  eligible  for  Medicaid.    This  separation  could  create  a 
span  of  control  problem  for  the  Medicaid  agencies.    Five  States  have  designated 
the  health  department,  22  States  have  designated  the  welfare  department,  20 
States  have  designated  an  umbrella  agency,  and  three  States  have  designated 
other  agencies  to  administer  the  Medicaid  program.    The  "other"  agencies 
included  the  Office  of  the  Governor  in  Alabama  and  an  independent  agency /commis- 
sion in  Georgia  and  Mississippi. 

Medicaid  Management  Information  System 

The  Social  Security  Amendments  of  1972  authorized  90  percent  Federal 
matching  to  States  for  the  costs  of  design,  development,  and  installation 
or  improvement  of  mechanized  claims  processing  and  information  retrieval 
systems,  and  75  percent  for  the  costs  of  operating  such  systems,  if  the  system 
is  approved  by  the  Administrator. 

The  MMIS  is  a  general  systems  design  that  can  be  tailored  by  State 
Medicaid  agencies  to  their  own  particular  needs  so  long  as  the  system  meets 
Federally  required  minimum  performance  standards.     The  conceptual  design 
includes  six  subsystems:     recipient,  provider,  claims  processing,  reference 
file,  surveillance  and  utilization  review,  and  management  and  administration 
reporting.     The  first  four  subsystems  work  together  with  the  overall  objective 
of  processing  and  paying  each  eligible  provider  for  every  valid  claim.  The 
other  two  subsystems  consolidate  and  organize  data  necessary  for  managing  and 
controlling  the  Medicaid  program. 


129 


Table  60  sununarizes  current  State  progress  in  developing  and  implementing 
MMIS-type  systems.    Forty-one  States  have  certified  MMISs  and  operate  a 
mechanized  claims  processing  and  information  retrieval  system.  Kentucky 
anticipates  new  certification  in  FY  84.     Three  States,  Maryland,  Massachusetts, 
and  Tennessee,  have  implementation  planned.     Five  States  (Alaska,  Delaware, 
Nevada,  Rhode  Island,  and  Wyoming)  do  not  have  and  are  not  planning  an  MMIS. 
The  five  States  have  relatively  few  Medicaid  recipients  and  claims  and  represent 
only  1.3  percent  of  all  Medicaid  expenditures.    Forty-three  States  reported 
that  they  had  an  active  surveillance  and  utilization  review  (SUR)  module  while 
6  States  did  not.    Wyoming  failed  to  respond.    The  number  of  integrity  reviews 
for  the  most  recent  year  reported  by  States  varied  from  two  in  Montana  to 
1,913  in  Indiana.     Illinois  and  Minnesota  also  reported  over  1,000  integrity 
reviews. 

Medicaid  Claims  Processing  Activity 

States  handle  the  processing  of  Medicaid  claims  in  different  ways.  There 
is  variability  in  who  handles  the  claims  for  each  service  type.    Table  61 
displays  five  services  and  the  processor  for  claims  by  State.    For  inpatient 
hospital  services,  28  States  use  fiscal  agents  to  handle  claims;  18  States  do 
their  own  claims  processing;  three  States  assign  certain  functions  to  fiscal 
agents  and  the  States  themselves  perform  certain  functions;  and  one  State, 
Texas,  has  a  health  insuring  agency.     Claims  processing  activities  for  physician 
services  are  provided  in  exactly  the  same  manner  as  inpatient  hospital  services 
in  each  State.     Claims  processing  activities  for  dental  services  are  handled 
by  fiscal  agents  In  28  States,  by  the  States  themselves  in  18  States,  and  by  a 
combination  of  fiscal  agent/State  in  three  States.    Claims  processing  activities 
for  prescription  drugs  are  handled  by  fiscal  agents  in  28  States,  by  States 
themselves  in  19  States,  and  by  a  combination  of  fiscal  agent/State  in  three 
States.    Claims  processing  activities  for  long-term  care  facilities  are 
handled  by  fiscal  agents  in  24  States,  by  States  themselves  in  22  States,  and 
by  a  combination  of  fiscal  agent/  State  in  four  States. 

Medicaid  Quality  Control 

Each  State  agency  must  operate  a  Medicaid  Quality  Control  (MQC)  system 
designed  to  reduce  erroneous  expenditures  by  monitoring  eligibility  determi- 
nations, third-party  liability  activities,  and  claims  processing  (42  CFR 
431.800(a)).    A  summary  report  on  eligibility  findings  and  payment  error 
findings  for  all  cases  in  the  six-month  sample  is  submitted  to  HCFA.  Table 
62  contains  data  for  the  April-September  1983  sampling  period  (the  most 
recent  period  available),  and  the  previous  period,  October  1982-March  1983. 
The  eligibility  payment  error  rate  refers  to  the  payment  rate  of  eligibility 
errors  detected  under  the  MQC  system  for  that  review  period.    The  eligibility 
payment  error  rate  for  April-September  1983  ranged  from  0.4  percent  in  Idaho 
to  6.8  percent  in  Alaska  and  Missouri.     Table  62  also  displays  eligibility 
case  error  rates  for  the  same  review  periods.     These  rates  refer  to  the  case 
rate  of  eligibility  errors  detected  under  the  MQC  system.    Eligibility  case 
error  rates  for  the  April-September  1983  review  period  range  from  0.0  percent 
in  Oregon  to  9.7  percent  in  Alaska. 
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TABLE  60 

STATUS  OF  MEDICAID  NgNABEMENT  INFORMATION  SYSTEM 
MARCH  31,  1984 


CERTIFICATION 


ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
QEORQIA 

HANAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MCNTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIR6INIA 
WASHINGTON 
U  VIRGINIA 
WISCONSIN 
WYOMING 


CERTIFIED 

X 

X 
X 
X 


ANTICIPATED  IMPLEMENTATION 
PYe4  PLANNED 


MMIS  NOT 
REQUIRED 


ACTIVE  SUR 
MODULE 

X 
X 
X 
X 
X 


X 
X 
X 

X 
X 
X 
X 
NA 


NUMBER  OF 
INTEGRITY 
REVIEWS 

330 
25 
793 
136 
319 

427 
NA 
176 
385 
22S 

1S2 

50 
1 ,494 

1,913 
280 

349 

791 
380 
312 
NA 

NA 

316 
1,370 
183 
200 

2 

228 
52 
308 
383 

136 
708 
213 
NA 
516 

429 

NA 
153 

75 
246 

NA 
NA 
248 
4 

100 

355 

NA 
225 
274 

NA 


TOTAL  STATES  41  l 

KEY:     NA  «  NOT  AVAILABLE  OR  NOT  APPLICABLE 


43 
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TABLE  61 


MEDICAID  CLAIMS  PRQCESSINS  ACTIVITY 
riARCH  31,  1984 


STATE 

INPATIENT 

PHYSICIANS 

DENTAL 

PRESCRIPTION 

LONG  TERM 

HOSPITAL 

SERVICES 

SERVICES 

DRUBS 

FACILITI 

ALABAMA 

F 

F 

F 

F 

F 

ALASKA 

F 

F 

F 

F 

F 

ARKANSAS 

F 

F 

F 

F 

S 

CALIFORNIA 

F 

F 

FS 

F 

F 

COLORADO 

F 

F 

F 

F 

F 

CONNECTICUT 

F 

F 

F 

F 

F 

DELAWARE 

F 

F 

F 

F 

F 

DIST  COLUMBIA 

F 

F 

F 

F 

F 

FLORIDA 

F 

F 

F 

F 

F 

QE0R6IA 

S 

S 

S 

S 

S 

HAWAII 

F 

F 

F 

F 

F 

IDAHO 

FS 

FS 

FS 

FS 

FS 

ILLINOIS 

S 

S 

S 

S 

S 

INDIANA 

F 

F 

F 

F 

F 

IOWA 

F 

F 

F 

F 

FS 

KANSAS 

F 

F 

F 

F 

F 

KENTUCKY 

F 

F 

F 

F 

F 

LOUISIANA 

F 

F 

F 

F 

F 

MAINE 

S 

S 

S 

S 

S 

MARYLAND 

S 

S 

s 

S 

S 

MASSACHUSETTS 

F 

F 

F 

F 

F 

MICHI6AN 

S 

S 

5 

S 

S 

MINNESOTA 

S 

S 

S 

S 

S 

MISSISSIPPI 

F 

F 

F 

F 

F 

MISSOURI 

F 

F 

F 

F 

F 

MONTANA 

F 

F 

F 

F 

F 

NEBRASKA 

S 

S 

S 

S 

S 

NEVADA 

FS 

FS 

FS 

FS 

FS 

NEW  HAMPSHIRE 

5 

S 

S 

S 

S 

NEW  JERSEY 

F 

F 

F 

F 

s 

NEW  MEXICO 

F 

F 

F 

F 

F 

NEW  YORK 

F 

F 

F 

F 

F 

N  CAROLINA 

F 

F 

F 

F 

F 

N  DAKOTA 

S 

S 

S 

S 

S 

OHIO 

S 

S 

S 

S 

S 

OKLAHOMA 

s 

s 

S 

s 

s 

OREGON 

s 

s 

s 

s 

s 

PENNSYLVANIA 

s 

s 

3 

s 

s 

RHODE  ISLAND 

s 

s 

s 

s 

s 

S  CAROLINA 

s 

s 

s 

s 

s 

S  DAKOTA 

s 

s 

s 

s 

s 

TENNESSEE 

F 

F 

F 

F 

F 

TEXAS 

I 

I 

s 

s 

s 

UTAH 

s 

s 

s 

s 

s 

VERMONT 

F 

F 

F 

F 

F 

VIRGINIA 

F 

F 

F 

F 

F 

WASHINGTON 

FS 

FS 

FS 

FS 

FS 

W  VIRGINIA 

F 

F 

F 

F 

S 

WISCONSIN 

F 

F 

F 

F 

F 

WYOMING 

S 

S 

F 

S 

S 

CARE 


KEY:     F  »  FISCAL  AGENT  PROCESSES  CLAIMS;  S  »  STATE;  FS  «  STATE  AND  FISCAL  AGENT 
I  »  INSURANCE. 
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TABLE  62 

MEDICAID  ELI8IBILITY  PAYMENT  AND  CASE  ERROR  RATES 


3/31/84 


OCT  -  MAR  1983  APR  -  SEP  1983 


PYHT 

STATE  RATE 

ALABAMA  3^8 

ALASKA  3.8 

ARKANSAS  0.8 

CALIFORNIA  l.l 

COLORADO  S.6 

CONNECTICUT  1.2 

DELAWARE  0.2 

OIST  COLUMBIA  6.8 

FLORIDA  2.3 

6E0R6IA  2.4 

HAWAII  3.3 

IDAHO  i.s 

ILLINOIS  1.9 

INDIANA  7.2 

lOHA  2.4 

KANSAS  3.8 

KENTUCKY  2.4 

LOUISIANA  4.1 

MAINE  6.2 

MARYLAND  2.2 

MASSACHUSETTS  3.3 

MICHI6AN  2.3 

MINNESOTA  1.7 

MISSISSIPPI  2.9 

MISSOURI  2.8 

MONTANA  l.B 

NEBRASKA  0.4 

NEVADA  0.3 

NEN  HAMPSHIRE  0.9 

NEW  JERSEY  1.4 

NEN  MEXICO  9.6 

NEW  YORK  2.7 

N  CAROLINA  1.6 

N  DAKOTA  0.9 

OHIO  2.3 

OKLAHOMA  4.3 

0RE8ON  0.8 

PENNSYLVANIA  2.1 

RHODE  ISLAND  4.1 

S  CAROLINA  6.1 

S  DAKOTA  0.9 

TENNESSEE  I.S 

TEXAS  3.3 

UTAH  1.0 

VERMONT  3.4 

VIR8INIA  1.2 

NA8HIN6T0N  2.3 

N  VIR8INIA  O.S 

WISCONSIN  2.8 

WYONINe  1.3 

WEI8HTED  AVERA8E  2.6 


SOURCES     BUREAU  OF  QUALITY  CONTROL,  HCFA. 


CASE 
RATE 

2.6 
6.9 
4.3 
3. 1 
3.9 

PYHT 
RATE 

1.9 
6.8 
6.1 
4.4 
2.4 

CASE 
RATE 

2.8 
9.7 
5.4 
2.8 
3.8 

6.6 
4.3 
10.6 
3.6 
4.3 

1.6 
1.8 
2.0 
1.1 
2.9 

3.7 
3.6 
7.7 
3.4 
3.3 

10.7 
0.8 
3.9 
2.4 
2.2 

1.3 
0.4 
2.3 
2.9 
2.3 

5.7 
0.8 
3. 1 
5.4 
2.2 

1.7 
3.3 
3.2 
7.8 
4. 1 

1.8 
2.1 
3.0 
3.1 
3.0 

2.1 
3.0 
0.3 
6.6 
4.9 

8.0 
3.7 
1.2 
6.7 
1.6 

3.3 
2.0 
1.9 
3.2 
6.8 

8.0 
2.9 
1.2 
6.6 
2.1 

4. 1 
1.3 
0.8 
3^8 

1.2 
4.7 
1.2 
2.4 
2.8 

4.2 

3.0 
1.3 
2.7 
5.7 

8.9 
3.4 
2.0 
7.9 
4.8 

4.3 

2.8 
1.4 

1.3 
2.6 

7.8 
6.2 
2.3 
8.4 
5.2 

2. 1 
1.9 
8.2 
8.1 
3.3 

2.6 
2.9 
3.3 
3.9 

2  2 

1.2 
0.0 
8.2 
6.3 

2.3 
3.3 
3.6 
9.3 
3. 1 

2.1 
4. 1 
2.4 
1.4 

3.2 

3.2 
6.4 
3.2 
5.8 
4.3 

2.7 
4.5 
3.9 
2.4 
1.4 

1.2 
4.1 
4.7 
2.8 
3.3 

2.6 
3.3 
0.6 
4.3 
4.1 

4.3 

2.9 

4.2 
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State  Administration  and  Training 

admln^!?t!^f  regulations  establish  certain  standards  concerning  personnel 
administration  and  training  in  State  Medicaid  programs  (42  CFR  faz. 30-66). 
The  State  plan  must  provide  for  a  training  program  for  agency  personnel  and 
ni'n'^?'"""  '""'"''^  in-service  training  for  new  staff,  be  related  to 

job  duties,  and  be  consistent  with  program  objectives.     Finally,  the  Sta^e 

staff "L'  '"'Jf  ^^^"«^^-  8ub-professLnir 

StlL^^    r"X'ni::r':ti"e":;stI''":t^^  ^^^''^''^ 
c-^j      1  c      ""^"■^'"-'^^'^^ve  costs.     Table  63  displays  the  amount  computable  for 

Federal  funding,  the  adjusted  Federal  share,  and  the  State  share  for  FY  1983 
Waiver  of  Medicaid  Requirements 

<it.r.tT^^^  Medicaid  plan  must  provide  that  certain  requirements  regarding 
nl^Hnrr'.  431.50(b)).     Statewideness  means  that  the  StSe 

ItllZtl  °P"ation  through  a  system  of  local  offices,  under  equitable 

standards  for  assistance  and  administration  that  are  mandatory  throughout  the 
III      ...  .  administered  by  political  sub-divisions  of  the 

State,  it  is  mandatory  on  those  subdivisions.    The  Medicaid  agency  must 
assure  that  the  plan  is  continuously  in  operation  in  all  local  offices  or 
agencies  through  methods  for  informing  staff,  systematic  planned  examination 
and  evaluation  of  operations  in  local  offices,  reports,  controls,  and  other 
methods.    However,  there  are  exceptions  with  respect  to: 

•  Services  offered  by  comprehensive  health  services  organiza- 
tions; 

•  Services  offered  by  rural  health  clinics; 

•  Arrangements  to  purchase  medical  devices  or  laboratory 
and  x-ray  services; 

•  Lock-in  or  lock-out  restrictions;  and 

•  Services  offered  under  a  waiver  with  respect  to  home  and 
community  based  services. 

J'ona^'^N*^^''"'         Secretary  may  waive  the  requirements  of  sections  1902  and 
1903(m)  of  the  Act  to  the  extent  he  or  she  finds  proposed  improvements  in 
the  provision  of  services  under  Medicaid  to  be  cost-effective,  efficient 
and  consistent  with  the  objectives  of  the  Medicaid  program.     Such  waivers 
are  allowed  for: 

•  Case-management  systems; 

•  Locality  as  central  broker; 

•  Sharing  of  cost  savings;  and 

•  Restrictions  of  freedom  of  choice. 
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TABLE  63 

MEDICAID  COSTS  FOR  STATE  ADMINISTRATION  AND  TRAINING  (IN  THOUSANDS) 

FISCAL  YEAR  1993 


STATE 

AMOUNT  COMPUTABLE 
FOR  FEDERAL  FUNDING 

ADJUSTED 
FEDERAL  SHARE 

STATE  SHARE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

«12,845 
«2,4S2 
*U,S82 
1242,777 
«12,810 

♦8,813 
♦1 ,349 
♦6,953 
♦144,231 
♦8,767 

♦4,032 
♦1 , 103 
♦4,627 
♦98,526 
♦4,043 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

>21,4S2 
<2,783 
>14,239 
133,541 
<U,914 

♦12,061 
♦1 ,557 
♦8,053 
♦23,078 
♦11,266 

♦9,391 
♦I ,226 
♦6,186 
♦12,463 
♦3,648 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

<6,643 
♦4,234 
$36,388 
«21,625 
$10,714 

♦4,234 
♦2,961 
♦32,584 
♦12,332 
♦6,358 

♦2,409 
♦  1 ,293 
♦24,004 
♦9,093 
♦4,156 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

♦9,663 
♦21,941 
♦24,009 

♦8,699 
♦27,378 

♦5,661 
♦13,876 
♦14,406 

♦3,294 
♦13,443 

♦4,002 
♦8 .065 
♦9,693 
♦3,405 
♦11,935 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

♦38,272 
♦68,626 
♦31,025 
♦8,236 
♦13,833 

♦20,866 
♦  41 ,976 
♦17,423 
♦3,264 
♦8,134 

♦17,406 
♦26,650 
♦13,600 
♦2,992 
♦5,719 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

♦3,644 
♦8,440 
♦3,076 
♦3,261 
♦39,233 

♦3,240 
♦3,072 
♦2,770 
♦3,121 
♦27,500 

♦2,404 
♦3,368 
♦2,306 
♦2,140 
♦11,755 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

♦7,076 
♦289,411 
♦33,901 
♦3,359 
♦46,649 

♦4,588 

♦168,312 
♦19,327 
♦3,302 
♦25,893 

♦2,488 
♦121 ,099 
♦14,574 

♦2,257 
♦20,756 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

♦33,974 
♦28,740 
♦84,328 
♦6,706 
♦11,994 

♦19,504 
♦16,637 
♦50,223 
♦3,632 
♦7,392 

♦14,470 
♦12 , 103 
♦34,305 
♦3 ,074 
♦4,602 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

♦2,799 
♦13,344 
♦90,083 
♦11,834 

♦6,429 

♦1,797 
♦9,973 
137,387 
♦7,704 
♦4,089 

♦1 ,002 
♦5,371 
♦32,696 
♦4,150 
♦2,340 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 

♦22,122 
♦22,376 
♦9,183 
♦23,729 
J939 

♦13,071 
♦14,359 
♦5,976 
♦15,054 
♦  506 

♦9,051 
♦8,017 
♦3,209 
♦8,675 
♦  433 

TOTAL  STATES 

♦1,542,013 

♦923,793 

♦618,312 

SOURCE:     HCFA-64  QUARTERLY  REPORT,  BUREAU  OF  PROGRAM  OPERATIONS,  HCFA. 
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Waiver  activities  are  discussed  below  for  section  2175  freedom  of  choice- 
waivers,  and  section  2176  home  and  community  based  services  waivers  (PL 
97-35).    Note  that  the  waiver  activities  are  reported  as  of  March  31,  1984.- 

Section  2175  Freedom  of  Choice  Waivers 

Section  2175  attempts  to  increase  the  importance  of  price  considerations 

in  the  decision  about  when,  where,  and  how  to  utilize  health  care  services. 

Each  of  the  waivers  focuses  on  a  different  part  of  the  health  care  decision 
making  process  and  allows  a  State  to: 

•    Implement  a  primary  care  case  management  system  focusing 
on  primary  care  physicians; 


•  Allow  a  locality  to  act  as  central  broker  in  assisting 
Medicaid  recipients  in  selecting  among  competing  health 
plans; 

•  Share  with  recipients,  through  the  provision  of  additional 
services,  savings  resulting  from  recipients'  use  of  more 
cost-effective  medical  care;  and 

•  Restrict  recipients  to  receiving  services  (other  than 
in  emergency  situations)  from  only  efficient  and  cost 
effective  providers. 


The  waivers  can  be  granted  for  a  period  of  up  to  two  years  and  a  State  may 
request  a  continuation.     There  is  no  limit  to  the  number  of  waivers  a  State 
may  submit. 

As  of  March  31,  1984,  42  freedom  of  choice  waivers  had  been  received 
by  HCFA  central  office  from  a  total  of  19  States.     The  States  submitting 
these  waivers  as  well  as  their  current  status  are  identified  in  Table  64. 
Twenty-seven  (64  percent)  of  the  waiver  applications  submitted  had  been 
approved  as  of  March  31,  1984.    The  waiver  applications  are  classified  based 
upon  either  a  reference  to  a  specific  provision  within  the  application  itself 
or  HCFA's  preliminary  classification  of  the  request  when  received.    Of  the  42 
waiver  applications  received,  24  were  submitted  under  the  primary  care  case 
management 


For  current  information  on  the  status  of  section  2175  freedom  of 
choice  waivers  and  section  2176  home  and  community  based  services 
waivers  contact  the  Division  of  Provider  Services  Coverage  Policy, 
BERC,  HCFA. 
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TABLE  64 

2175  FREEDOM  OF  CHOICE    WAIVER  APPLICATIONSt 


STATE 


NUMBER  OF 
APPLICATIONS 


PRIMARY 
CARE  CASE 
MANAGEMENT 


LOCALITIES 
AS  BROKERS 


COST  SHARING 
WITH 
RECIPIENTS 


RESTRICTION  TO 
COST  EFFECTIVE 
PROVIDERS 


3/31/84 


UN- 
SPECIFIEu 


ALABAMA 

0 

ALASKA 

0 

ARKANSAS 

0 

CALIFORNIA 

2 

A 

_ 

A 

COLORADO 

2 

A 
A 

_ 

CONNECTICUT 

1 

D 

DELAWARE 

0 

DIST  COLUMBIA 

0 

FLORIDA 

0 

GEORGIA 

0 

HAWAI I 

1 

A 

IDAHO 

0 

ILLINOIS 

0 

INDIANA 

0 

IOWA 

0 

KANSAS 

0 

- 

- 

- 

KENTUCKY 

1 

A 

LOUISIANA 

0 

MAINE 

0 

MARYLAND 

0 

MASSACHUSETTS 

2 

H 
H 

: 

- 

- 

MICHIGAN 

♦ 

A 
A 

_ 
- 

- 

A 
A 

- 

MINNESOTA 

0 

- 

- 

- 

- 

MISSISSIPPI 

I 

0 

MISSOURI 

0 

MONTANA 

0 

NEBRASKA 

0 

NEVADA 

2 

A 

NEW  HAMPSHIRE 

2 

A 

D 
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STATE 

NEU  JERSEY 
NEN  MEXICO 
NEW  YORK 

N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOnA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 
S  DAKOTA 
TENNESSEE 

TEXAS 
UTAH 
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APPLICATIONS 
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LOCALITIES 
AS  BROKERS 


COST  SHARING 
WITH 
RECIPIENTS 


RESTRICTION  TO 
COST  EFFECTIVE 
PROVIDERS 
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UN- 
SPECIFIED 


I 
0 
3 

I 
0 
I 
0 
I 
0 
0 
0 
0 
3 

0 
2 


A 
A 
A 


P 
P 


VERMONT 

VIRGINIA 

WASHINGTON 


0 
0 
3 


W  VIRGINIA 
WISCONSIN 


WYOMING 


0 
9 


A 
A 


H 

D 

N/D/A 


♦  A»APPROVED  BY  HCFA    D»DENIED  BY  HCFA 
DATA  AS  OF  MARCH  31,  19G4. 


P>PENDIN6  DECISION  BY  HCFA    W-MITHDRAWN  BY  STATE 
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authority,  none  were  submitted  under  localities  as  brokers,  six  were  submitted 
cost^r/'lf recipients,  nine  were  submitted  un^er  restrictiof  ^o 
cost-effective  providers,  and  three  were  submitted  that  were  unspecified.  Of 
.,nL;  J!         applications  which  have  been  fully  approved,  20  were  submitted 
under  primary  care  case  management  systems,  four  were  submitted  under  cost- 
effective  providers,  two  were  submitted  under  cost-sharing  with  recipients 
we^e°sub™i^'f unspecified.    All  three  pending  waiver  applications 
were  submitted  under  restriction  to  cost-effective  providers. 

Section  2176  Home  and  Community  Based  Services  Waivers 

Section  1915(c)  of  the  Omnibus  Reconciliation  Act  permits  States  to 
?  ^  waiver,  an  array  of  home  and  community  based  services  that  an 

individual  needs  to  avoid  institutionalization.    As  of  March  31,  1984,  77  home 
and  community  based  services  waiver  applications  had  been  received  by  HCFA 
central  office  from  a  total  of  .46  States.    The  States  submitting  these  waivers 
as  well  as  their  current  status  are  identified  in  Table  65.    Date  of  approval 
is  given  for  those  applications  that  have  been  approved.    The  waiver  applica- 
tions are  classified  as  to  type  of  service  provided  by  eligibility  group. 
There  are  eight  possible  service  categories  and  four  identifiable  eligibility 
groups  (aged,  disabled,  mentally  retarded,  mentally  ill). 

u    un2!  waiver  applications,  59  had  been  approved  and  four  disapproved 

by  HCFA  as  of  March  31,  1984.    The  approved  applications  have  provisions 
to  provide  services  for  the  aged  population  in  29  States,  the  disabled  in  28 
States,  the  mentally  retarded  in  31  States,  and  the  mentally  ill  in  6  States. 

There  are  eight  service  categories  that  can  be  provided  as  home  and 
community  based  services.    Each  approved  waiver  provides  on  the  average  three 
and  one-half  services.    Of  the  approved  applications,  47  waivers  provide  for 
case  management  services,  28  provide  homemaker,  20  provide  home  health  aide 
services,  26  provide  personal  care  services,  31  provide  adult  day  care  services, 
31  provide  habllltatlon  services,  41  provide  respite  care,  and  41  provide 
other-  services.     "Other"  services  are  delineated  on  Table  66  and  include 
such  services  as  transportation,  minor  home  modifications,  hospice,  counselinR. 
chore,  etc. 

FINANCE 

Payments  to  providers  of  health  care  to  the  Medicaid  eligible  population 
come  from  several  sources  Including: 

•  The  Federal  government  through  the  Medicaid  Federal  Medical 
Assistance  Percentages  formula; 

•  The  Federal  government  through  the  Medicare  program; 

•  State  governments; 

•  Local  governments  (in  some  States); 
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RS     RLTERNRTIVE      TO     I NSn  lUFI ONRL 

CRRE     BY  ELISIBILirV 

SfRfE 

RCOUESrS 

URl  VER 

srRrusK 

DRrE  OF 
RPFROVRL 

CRSE 
nRNRCEHEHr 

HOnEnRKER 

HOIIE 
MFCil  rM  or  nF 

PERSONRL 

ROtJLr 

DRV  CHRC 

HRBILI  TRnON 

RESPI r 
CRRE 

Rl-R6RnR 

1 

A 

03-03-83 

nR 

RLflSKR 

1 

K 

R/O 

fl/0 

R/O 

n/o 

R/O 

RRKRNSRS 

0 

LHL.  f  r  uKni  n 

0 

R/D 

R/O 

A/0 





0 
R 

R 

11-  01-82 

12-  10-82 

HI 

rat 
rat 

HI 

UK 

HR 

rat 

nR 
rat 

rat 
rat 
ni 

COLORROO 

R 

08—17-82 
01-06-83 

R 

RR.ni 

n 

rat 

n 

nR,ni 

coNNCcncur 

1 

R 

12-10-82 

R/O 

R/O 

— 

R/D 

R/O 

~ 

R/D 

OELMWRE 

I 

R 

07-01-83 

mt 

rat 

01 sr  coLunaiR 

0 

FLORI OR 

2 

R 
R 

0-1-21-82 
0'4-21-82 

R/O 

rat 

R/O 

— 

R/O  . 

R/D 

rat 

— 

R/O 
Mt 

CEORGI R 

1 

fl 

06—07—83 
w  vt 

R/0,W( 

R/D , nR 

A/0 , nK 

nmmii 

3 

R 
R 
N 

10-28-82 
07-1S-83 
12-31-83 

rat 

R/O 
R/O 

rat 

R/O 
R/O 

rat 

R/O 
R/O 

rat 

R/O 
R/O 

rat 

R/O 
R/D 

rat 

R/D 
R/O 

rat 

RAI 

lORHO 

2 

H 
R 

10-11-83 

R/O, rat, ni 

~ 

R/D, rat, ni 
R/O, rat, ni 

R/D, rat, m 

R/o,rat,ni 

R/D, rat, ni 

ILLINOIS 

2 

n 
II 

06-20-83 

R/O 

mt 

R/O 

— 

R/O 

R/D 
HR 

rat 

rat 

INOIRNR 

0 

loim 

1 

R 

03-07-82 

R/O,  rat 

KRNSRS 

3 

R 

03- 18-82 

R/O,  rat 

tt/u,nK 

R/D,  rat 

H/D,nR 

R/0,nR 

R/a,nR 

R/D,  rat 

D 

— 

m 

H 

R 

U9-22-82 
09-22-82 

nR 

R/O 

R/O 

HR 
R/O 

nR 

R/O 

HR 

R/D 

rat 

R/O 

HR 

R/D 

LOUISIRNR 

1 

n 

01-06-82 

— 

— 

— 



R/0,nR 

R/0,nR 

HRINE 

1 

n 

10-13-83 

rat 

— 



RR 

RR 

nflRvrRNO 

2 

R 
R 

03- 16-83 

rat 

0 

-- 

— 

nR 

Mt 

nH35HCnU5Er IS 

3 

R 
R 
R 

0  1  -01-83 
OI-Ol-OI 
Ol-Ol-O-I 

R 

nR 

R 

n 

HR 

n 

R/O 
R 

rat 

MICHIGAN 

R 

09-16-83 

niHNEsorR 

R 

07-23-82 

R/O 

R/O 

R/D 

n/D 

R/D 

R/O 

nississippi 

R 

01-13-83 

R/O 

nissouRi 

R 

0-1-22-82 

R/O 

R/O 

R/D 

nONIRNR 

R 

O2-02-82 

rat 

rat 

rat 

nR 

«rHER 


nR 
rat 
ni 

R 

«R,ni 

R/O 


R/O 
RR 

R/D,  rat 


R/O 
Ry« 


R/D 
HR 


N/O,  rat 


HR 
0 


R/O 
R 


0 

R/D 
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rRovioEo 

ns    nLTERNnnvE    ro  iNsrirurioNM. 

CRRE     BV  ELIGIBILirV 

CROUrMH 

srRrE 

HUHBER  OF 
URIVER 

RcauEsrs 

URIVER 
SrRTUSx 

onrE  OF 

RTPROV^RL 

CRSE 

nmMGEnENr 

HOnEnRKER 

HonE 

HERLFH  RIOC 

rERSONRL 
CnRE  SERVICE 

ROULI 
DRV  CRRE 

NRBiLirnriON 

RESri TE 
CRRE 

OTHER 

NEaRRSKA 

1 

0 

R/O 

— 

R/D 

— 

n/o 

~ 

NEVnOM 

2 

it 
II 

03-31-83 

HR 
0 

— 

D 

-- 

D 

~ 

HR 

O 

— 

NEU  HRnrSHIRC 

2 

R 
R 

09-01-83 
03-22-81 

nR 
n 

R 

R 

HR 

R 

HR 

H 

NEU  JERSEV 

2 

n 
n 

10-01-82 
06-06-83 

rat 

R/D 

R/D 

n/o 

R/0 

HR 

nR 

n/D 

R/0 

HEU  HEKICO 

2 

R 
R 

08-02-83 
12-22-83 

R/D 
tlR 

R/D 

R/D 

n/o 

HR 

R/D 
HR 



HEM  VORK 

1 

n 

12-02-82 

R/0 

~ 

— 

~ 

— 

n/D 

R/D 

N  CRROLINR 

3 

R 
R 
II 

10-01-82 
02-22-83 
12-06-83 

R/D 
tIR 
0 

n/D 
nR 

n/o 
nR 

0 

:: 

0 

R/0 
HR 

HR 

R/D 
HR 
0 

R/D 
nf* 
0 

N  OMOirH 

2 

R 
H 

01-01-83 
10-01-83 

nR 

R/O 

HR 

nR 
n/o 

nR 

n/o 

HR 

n/D 

HR 

nR 

R/D 

n/o 

OHIO 

S 

R 

R 
U 

12-08-83 

R/D 
RR 

n/D 
nR 

R/0 

n/o 

HR 

— — 

n/o 

nR 

" 

R/0 

nit 

RK 
MR 

OtO-RHOnR 

2 

R 
N 

1 1-26-81 

R/0 
HR 

~ 



— 

n/D 

HR 

HR 

n/D 
nR 

n/D 

HR 

OREGON 

I 

R 

12-23-61 

HR 

R/0,nR 

ni 

HR 

HR 

n/o,nR 

rt  MKSVLVWH I H 

2 

n 

II 

03-27-83 

HR 

HR 

— 

:: 

HR 

nR 

nR 

HR 

HR 
HR 

nn 
nR 

RR 
Mt 

RHODE  ISLRNO 

3 

n 

R 
R 

06— 30— 82 
01-23-83 

AA  ilV 

R/D 

ni 

MB 

A/0 

UK 

— 

__ 

:: 

R/0 

— 

Mt 

» 

HR 

n/D 
ni 
nR 

S  CMtOt-IMI 

2 

R 
R 

nA  on  no 

R/0 

— 

n/o 

R/O 

_ 

R/D 

— 

s  omcorn 

» 

R 

07-06-82 

nR 

IIR 

HR 

TENNESSEE 

* 

R 

01-12-81 

R/O 

TENRS 

* 

R 

R/0 

R/O 

— 

— 

— 

R/0 

urRH 

R 

R/D,nR 

R/0,nR 

R/0,nR 

n/o,nR 

R/0,nR 

HR 

R/0,nR 

n/D,nR 

«;ERnoNr 

R 

06-23-82 

nR,ni 

nR,ni 

HR.ni 

nR,ni 

nR.ni 

VIRGINIA 

R 

06-18-62 

n/o 

URSHINCrON 

2 

R 
R 

01-01-63 
03-27-81 

R/D 
HR 

n/D 

R/D 

nit 

HR 

U  VIRSINIR 

1 

R 

12-06-82 

R/O 

R/0 

n/D 

Mt 

R/0,nR 

n/o 

UISCONSIN 

2 

R 
R 

10-06-83 

nR 

R/0 

n/D 

n/o 

R/0 

R/0 

HR 
RAI 

nR 

Mi 

uraniNC 


H   n  -  nrrRovED  bv  hcfr 

MM    R  -  RSED    D  -  OISROLEO 
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HR  -  HENrnLLV  RETRROED      HI  -  nENIM-LV  ILL 
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srnrE 

IMIVER 

REOucsrs 

IMIVCR 

srnrusK 

OrHER     SERlflCES     PROVIOEO     RS     RLreRNHri  fES     10     INSri  rUriONRL     CRRE     BV     ELICIBILirV  CROIjPmm 

DLMMW 

I 

R 

RLRSKR 

I 

R 

fl/0 

Ph4|«ac*l   nodi  f  i  cation  to  HoM* ,   Rdul  t  R*«ftd*ntt*l   Cm^«,   Rdul  t  Foster  C*r« 

RRKRNSnS 

0 

CRLtFORMIN 

■1 

0 
0 
R 
R 

— 
Mt 
HR 

ni 

P«rson*l   Suppov-ty   rr*n«poct«ta on  ft  Ro9ional   Contor  Oiroct  Cliont  Support  Sorfic«flt 
Paraen*!  Support,  Transportation  •  Rational  Contar  Oiract  Cliant  Support  Sarwicas 
rranaportatB€»n 

COLOMtOO 

2 

R 
R 

R 

nR,ni 

Non— nodical    Transportati  on,   n&nor  HoMa  Hods ,   Elac  lloni  tor/Connuni  cata  Oak«i  cas 
Non-Radical   Iranaportati on 

coNNEcncur 

1 

R 

R/O 

or,   Cov^anion,   Chora,   Oa«f  Cara,   Non-Had   Tranap,   Haal  a  on  Uhaala,   llantal   HaaltK  Coun«olin9  in  Homo 

DELMMRC 

1 

R 

HR 

Clinical   Support  Sarwicaa 

01 sr  COLUHBIM 

0 

FLORIOn 

2 

R 
N 

R/O 

nR 

Counaaling,   Escort,   Haal  th  Supp  •  PI  acanant   Suca,   Oi  a9  •  Eval  ,   Fanilt^  Placa,   Trainin9,    Tharapa,  Irana 
Counaalin9,  Escort,  Hoalth  Supp  Set's,  Di  a9  ft  Eval ,  Fanilij  PlacaHont,   rrainin9,  rK«raps,rraniportation 

SEORGIH 

1 

R 

R/D,nR 

Nursa,  Pr,  or,  Sr,   IKarapaut  Rctiuit^,   nSS,  Rltarnati^a  Lii>in9  Sarvicas,  tladical  Transportation 

MRURII 

3 

R 

n 

il 

nR 

fUO 
R/O 

Phtjsician  CHtandors 
Ph«|sician  CMtawdars 
Ptv^ician  Cntsndars 

lOHHO 

2 

R 
R 

R/o,nR,ni 

Physical   nodification  to  Homo,   Spocial   RK  0ru9  Banafit,  Non-Rod  Transportation,  Rttandant  Cara 

ILLINOIS 

2 

R 
R 

R/D 
HR 

Chora/Nousakaapino^   Cf«ar9anc9  Rasponsa  St^staMS 
ninor  Hons  Rdaptadons 

INOIRNn 

0 

lOUA 

1 

R 

— 

KflNSAS 

3 

R 
R 

0 

R/O.HR 
R/D.HR 

Hospi  ca 

PT,   or,   ST   to  Individuals  in  Rdul t  Cara  MoMas   in  Fiva  Countias,   Tmo  Lovals  of  ICF  Cara 

KENFUCKV 

2 

R 
R 

R/O 

ninor  Hona  Hdaptations 

LOUISIRNIt 

1 

R 

IWINC 

1 

nR 

nMtVLRNO 

2 

R 
R 

0 

Priv*t*  Outi^  Nursin9y  Hom«  Vimitm  -  Sp«ci  •!  tij  f*hL|si  ci  *ns ,   C<|ui|kH«nt  ft  Supplies 

iwssncHusErrs 

3 

R 
R 
R 

R/D 
R 

nR 

P*rKon«l    Cn*rg*nci|  lt««pons*  SijstttH 
Chor*  S*rt/i  c«« 

Kasid*ntk*l   S*r«/ic«s,   Transportation,   Rdaptii^*  Smrvx^mm 

nl CHI CRN 

R 

0 

Hon«  Car«   for  Ois*bl*d  Childran 

niNNCsorn 

R 

R/O 

roat*r   C«r«   for    tho  Cldorlij 

ni  ssissirri 

R 

nissouRi 

R 

N/0 

Choro,    Rdul  t   P«Mil«j   Homo  S«rwa.co« 
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R 

HR 

Nursing,   PT,   OF,   Sf   snd  Pst^chologi  at*  •    S*ri>i  co« 

TABLE  66  (CONT'D) 


SECriON  2176     URI*/Eft  KEOUESrS  FOK 

Honc  HMO  connuNirv  brsco  services 

OrHER  -     RLrERNRriVES  TO  INSTI  ruriOMM.1  ZHnON 

MunacR  OF 


srRrc 

UMVCR 

Rcouesrs 

URIl^R 

srRnis>t 

orHER    sERi/icES   ntovioEO   Rs   nLrERNnri«/Es    ro    iNsriruriONAL    crre    bv   ELiciaiLirf  GRour~~ 

NCBRRSKR 

1 

0 

— 

2 
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u 
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2 

R 
R 
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2 
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R 

R/0 
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2 
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R 
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3 
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R 
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0 
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2 

R 

R 

R/O 

CKor-A  S«r«^i  c*«  y   Hon-n*di  cal    rr*nspor  on 
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3 

R 
R 

u 

IW 
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HoM«  ffodi  f  i  c«ti  or\«  ft  Soppl  i  •* 

UliiLRIIOIW 

« 

R 

R/D 
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1 

R 
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VI 
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R 
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R 
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R 
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2 
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R 
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R 

R/D 

Chor-Oy   Rdul  t  FoH  Coro  ft  Porsonol   Car* ,   Hono  Support  Svcs  ^   Ski  1 1  od  Nursi  Svcs 

UISCONSIN 

2 

R 
R 

uroniNC  o 
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•  Third  parties  who  are  otherwise  liable  for  care  provided 
to  Medicaid  eliglbles;  and 

•  The  Medicaid  eligible  themselves. 

This  section  presents  data  on  Federal,  State,  local  and  third-party  collec- 
tions.   Information  is  not  available  on  private  third-party  payments  or 
expenditures  contributed  by  the  Medicaid  eliglbles  themselves. 

Medicaid  Vendor  Payments  by  State 

Payments  are  made  to  States,  on  the  basis  of  a  Federal  medical  assistance 
percentage,  for  part  of  their  expenditures  for  services  under  an  approved 
State  plan.    The  formula  used  in  determining  the  State  and  Federal  share 
(42  CFR  433.10)  is  as  follows: 

2 

State  share  -  (State  per  capita  income)  /  (National  per 
capita  income)    x  45Z 

Federal  share  -  lOOZ  minus  the  State  share  (minimum  of  50Z 
and  a  maximum  of  83Z) 

By  design,  the  formula  provides  a  higher  percentage  of  Federal  matching  funds 
to  States  with  low  per  capita  incomes  (up  to  a  maximum  of  83  percent);  and  a 
lower  percentage  of  Federal  matching  funds  to  States  with  high  per  capita 
incomes  (down  to  a  minimum  of  50  percent).    The  percent  Federal  share  Is 
.computed  biannually. 

Table  67  presents  the  Federal  Medicaid  assistance  percentages  in  effect 
for  FY  82-83.    No  State  receives  the  maximum  Federal  match  (Mississippi 
receives  the  highest  at  77.36  percent)  while  13  States  receive  the  minimum. 
The  simple  national  average  computes  to  55.37  percent.  These  percentages  apply 
to  medical  vendor  payments  only.    Federal  matching  rates  for  other  expenditures 
are  as  follows: 

•  Administration  of  family  planning  services  -  90  percent; 

•  State  Medicaid  fraud  control  units  -  90  percent; 

•  Design,  development,  or  Installation  of  MMIS  -  90  percent; 

•  Operation  of  MMIS  -  75  percent; 

•  Compensation  and  training  of  skilled  professional  medical 
personnel  and  staff  directly  supporting  those  personnel- 
75  percent; 

•  Contracted  PSRO  medical  and  utilization  review  -  75  per- 
cent; and 

•  All  other  activities  the  Secretary  finds  necessary  for 
proper  and  efficient  administration  of  the  State  plan  -  50 
percent . 
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TABLE  67 

MEDICAID  VENDOR  PAYHENTS  BY  STATE 
FISCAL  YEAR  1983  1/ 
(IN  MILLIONS) 


STATE 


UNITED  STATES 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
0RE60N 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 


TOTAL  PAYMENT 
COMPUTABLE  FOR 
FEDERAL  FUNDING 


♦33,143 

♦  345 
*32 

♦  326 
♦3,841 

♦  266 

♦  507 

♦  62 

♦  245 

♦  721 
♦627 

♦  143 

♦  67 

♦1,477 

♦  600 

♦  321 

♦  258 

♦  452 

♦  619 

♦  205 

♦  563 

♦1,366 
♦1,484 

♦  879 

♦  315 

♦  491 

♦  114 

♦  156 

♦  74 

♦  97 

♦1,000 

♦  104 

♦6,140 

♦  574 

♦  84 
♦1,471 

♦  401 

♦  224 

♦1,773 
♦220 
♦292 

♦  79 

♦  487 
♦1.412 

h26 

♦  82 


PERCENT 
FEDERAL  SHARE 
(FY  82-83) 


55.37 


ADJUSTED 


VIRGINIA 
WASHIN6T0N 
W  VIRGINIA 
WISCONSIN 
WYOMING 


71.13 
50.00 
72.  16 
50.00 
52.28 

50.00 
50.00 
50.00 
57.92 
66.28 

50.00 
65.43 
50.00 
56.73 
55.35 

52.50 
67.95 
66.85 
70.63 
50.00 

53.56 
50.00 
54.39 
77.36 
60.38 

65.34 
58. 12 
50.00 
59.41 
50.00 

67.19 
50.88 
67.81 
62. 11 
53. 10 

59.91 
52.81 
56.78 
57.77 
70.77 

68. 19 
68.53 
55.75 
68.64 
68.59 


FEDERAL 
SHARE 

STATE 
SHARE 

its  1 

♦14, 792 

♦  246 

♦  99 

♦  27 

♦  25 

♦  91 

<  1  970 

♦1,913 
♦  126 

♦254 

♦  253 

♦  31 

♦  31 

♦  122 

Clip 

♦  303 

t  A  1  7 

♦  211 

♦  72 

♦  71 

♦  44 

♦  23 

♦  734 

♦  259 

f  1  79 

♦  142 

♦  136 

♦  122 

♦  295 

♦  158 

ti  \  "K 
*  ^  I  <j 

♦  60 

♦  281 

♦  733 

♦  633 

♦  746 

♦  738 

»400 

♦  244 

♦  71 

*?97 

» 1  t4 

♦  75 

♦  39 

♦  91 

♦  65 

♦  37 

♦  T7 

*  wo 

*  T  B 

♦  OT 

♦502 

♦  498 

♦71 

♦  33 

♦3,130 

#  ^  T  V 

♦3,009 
♦  1 84 

9  u  0 

♦  32 

<fl  1  A 

9Q  I  0 

♦  634 

♦  240 

♦  160 

♦  119 

♦  106 

*  I  , UU 7 

» I  4  / 

♦  764 
♦  93 

«0  rt  7 

/ 

♦  85 

tS4 

♦  336 

♦  151 

♦  789 

♦  623 

♦  87 

♦  40 

♦  56 

♦  26 

♦  280 

♦  212 

♦  213 

♦  211 

♦  100 

♦  47 

♦  532 

♦  383 

♦  12 

♦  12 

♦491  56.74 
♦425  30.00 
♦147  67.95 
♦915  58.02 
♦24  50.00 

PEffi%?MMl^^rmFcrTT^IS^^nlc£kSit'l  FOR  MEDICAID  VENDOR  PAYMENTS  AND  INCLUDE  PRIOR 
RifiinSfli   nP?T(lF'^np'-|£I^°TS'T2H^??2i:!'  DISALLOWANCES,  AND  SUSPENSIONS  TAKEN  BY  THE 
RteiONAL  OFFICE  OR  PAID  IN  THAT  FISCAL  YEAR.   THIS  DATA  IS  TAKEN  FROM  FFOFRfll  FTMaNrc 

TSls'JlRTfSuLAR  FIGUrT'"'"'  STATE  EXPENDITURE  CLAIMS.  'hENcI'  STATEs'd ID^NOt'DeRIFY 
SOURCE:     HCFA-64  QUARTERLY  REPORT,  BUREAU  OF  PROGRAM  OPERATIONS,  HCFA. 
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The  share  of  total  expenditures  for  medical  assistance  borne  by  the  States 

to  Stair  '°  "^^'^^  P^-i-i^  medical  assistance 

for  ^edH^f  M^'T^'"'  °'  -ligibles,  and  offer  services  which  do  not  q^lify 

tor  Federal  financial  participation.  su^xi-i-y 

«       ^!*^  ^^f!  """^""^^  °^  ^^^^^        presents  the  total  Medicaid  vendor  payments 
each's  financial  participation  (FFP).     These  figures  repres^t 

ctaJm^      n  ^"^'"^''^  ^^'i  i'^'^i^d^  P'^io^  period 

claims    collections,  deferrals,  disallowances,  and  suspensions  taken  by  the 
regional  office  or  paid  in  that  fiscal  year.    Thus,  these  figures  are  not 
reoort^    J^/^^^.^tt'S^  "^""^  reported  by  States  on  their  HCFA-2082  annual 

^  K.i^;       .  i  I       payment  computable  for  Federal  funding  in  FY  1983  was 
$33.1  billion  With  New  York  ($6.1  billion)  and  Wyoming  ($24  million)  being  the 
two  extremes.     The  adjusted  Federal  share  is  the  official  accounting  of 
llZim       P"!""^^"'*  reflects  such  accounting  adjustments  as  changes  in 
payments  to  cost  reimbursed  providers  following  year  end  audits.    The  adjusted 
Federal  share  for  the  U.S.  in  FY  1983  was  $18.4  billion  with  New  York  receiving 

JJf/"?!"  (53.1  billion)  and  Wyoming  receiving  the  smallest  amount 

(512  million) . 

K.ii/^^  ^l^^^  States'  share  of  Medicaid  vendor  payments  in  FY  1983  was  $14.8 
«h-i  ^"^"^r  require  that  local  jurisdictions  pay  part  of  the  State 

of  ^n;.i  !;  ^  State  must  pay  at  least  40  percent  of  the  non-Federal  share 

of  total  expenditures  under  the  plan  (42  CFR  433.33(b)).    Local  jurisdictions 
can  pay  up  to  60  percent  of  the  non-Federal  share.    Not  all  States  require 
that  local  jurisdictions  share  in  the  cost  and  those  that  do  are  not  required 
to  report  that  amount  to  HCFA. 

Local  Funding  Formulas  for  Medicaid  Vendor  Payments 

Table  68  presents  the  local  funding  formulas  for  14  States  for  Medicaid 
vendor  payments.    These  formulas  range  from  Colorado  requiring  the  20  largest 
counties  to  pay  2  percent  of  the  State's  share  for  all  new  ICF  nursing  home 
admissions  to  New  York  requiring  counties  to  pay  28-50  percent  of  the  non- 
Federal  share.    Thus,  there  is  a  wide  variance  in  the  amount  of  local  funds 
required  by  the  States  that  use  local  funding. 

Medicaid  Third  Party  Collections 

Table  69  reports  the  Medicaid  Third  Party  Collections  for  FY  1983.  The 
State  agencies  must  take  reasonable  measures  to  determine  the  legal  liability 
of  third  parties  to  pay  for  services  under  the  plan.     The  agency  has  the 
following  options  for  payment  of  claims. 

•  Pay  the  amount  remaining  after  the  amount  of  the  third 
party's  liability  has  been  established;  or 

•  Pay  the  full  amount  allowed  and  seek  reimbursement  from 
any  liable  third  party  to  the  limit  of  legal  liability. 

Collections  vary  from  $24  million  in  New  York  to  zero  in  Maine,  Nevada,  and 
Washington  for  FY  83. 
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TABLE  68 

LOCAL  FUNDING  FORMULAS  FOR  MEDICAID  VENDOR  PAYMENTS 

MARCH  31,  1984 


COLORADO 
FLORIDA 


lOHA 

MINNESOTA 

MONTANA 

NEBRASKA 

NEW  HAMPSHIRE 

NEW  YORK 

N  CAROLINA 

N  DAKOTA 

PENNSYLVANIA 
S  DAKOTA 
UTAH 


22u'-??I^^L£9HF^^S  PAY  2X  OF  STATE-S  share  for  ALL 
NEW  ICF  NURSING  HOME  ADMISSIONS. 

SSK.^a^^^  3f?  °^  COST  OR  $53.00  PER  MONTH, 
SSl^Sli^l"  ILI-IISi  FOR  EACH  NURSING  HOME 
5.!fi°!S^L.5'?J£  "ST  FOR  I/P  HOSPITAL  DAYS 
2^l''n^,L2y?.b|S!.^"'*N  461     lOOX  OF  STATE  SHARE 
a25  PyiS'^Ii!FJ!5^ICES  AFTER  THE  FIRST  $100 
AND  LESS  THAN  $500  FOR  EACH  RECIPIENT. 

COUNTIES  MATCH  FEDERAL  FUNDS  FOR  ICF-MR'S. 

COUNTIES  PAYIOX  OF  STATE'S  SHARE. 

COUNTIES  PAY  18X  OF  ELIGIBILITY  PERSONNEL  COSTS. 

COUNTIES  PAY  14X  OF  STATE'S  SHARE. 

LOCAL  CONTRIBUTION  OF  APPROXIMATELY  2SX  OF  NURSING 
HOME  COSTS, EXCLUDING  RESIDENTS  IN  STATE  INSTITUTIONS. 

F2HS^iiL''SL5°*  °^  non-federal  share,  except  for 

LONG  TERM  CARE  FOR  NHICH  THEY  PAY  2BX  OF  NON-FEDERAL. 

COUNTIES  PAY  15X  OF  NON-FEDERAL  SHARE  FOR  ALL 
!irj?"N6N^-&^'^lHlR^?  '''' 

SPySU^rSftLlS'  °^  ST'^TE  SHARE  EXCEPT  FOR  ICF-MR, 
Sti^I^JIRViSSS,  AND  MAIVERED  COMMUNITY  AND  HOME 
BASED  SERVICES  FOR  MR  AND  A/D  RELATED  RECIPIENTS. 

SSHyr!S,.?*^J2)f  °P  STATE'S  SHARE  FOR  COUNTY  NURSING 
HOMES  PLUS  $3  PER  INVOICE  ADMINISTRATION  FEE. 

I^SaS?  SfS,S9SI".£S''  ^^^^  iZF/nn  resident  -and  local 

SCHOOL  district  FOR  CRIPPLED  CHILDRENS'  HOSPITAL. 

'r°i'*>-  £°IjI?IBUT10N  OF  LESS  THAN  IX  FOR  SPECIFIC  SERVICES, 
I.E.,  MENTAL  HEALTH. 


HISCONSIN 


LOCAL  CONTRIBUTION  OF  10-20X  FOR  MENTAL  HEALTH  SERVICES. 
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TABLE  69 

MEDICAID  THIRD  PARTY  COLLECTIONS 
FISCAL  YEAR  1993  '•^'•""^ 

lltll  COLLECTIONS 

a'las'ka*  ""'fiFfi? 

ARKANSAS  iS7ro9fl 

CALIFORNIA  «9  Q*?'??! 

COLORADO  i2l7:308 

CONNECTICUT  j^,,  .,0 

DELAWARE  tal'fllp 

DIST  COLUHBIA  fiM  37i 

FLORIDA  I?  794'5U 

SE0R6IA  illUllUI 

IOaJo'  Jflf'Ml 

i'-'-INOIS  M  4fl9'70B 

«328,064 

KENTUCKY  ti'llMI? 

LOUISIANA  Jl  411 'ill 

riAINE  »l,4U,493 

MARYLAND  11,985,226 

MASSACHUSETTS  tl  ASO  atfl 

MICHIGAN  fs's?Mp7 

MINNESOTA  $J'7S7'49l 

MISSISSIPPI  lflB5'Z77 

MISSOURI  {5;?; '288 
MONTANA 

NEBRASKA  Ssoo'aii 

NEVADA  »200,83l 

NEM  HAMPSHIRE  ,,7,  lIq 

NEW  JERSEY  •I'MIMI 

NEH  MEXICO  tsto  go* 

NEK  YORK  124  239 'ff? 

N  CAROLINA  ta'SiI't?! 

3hSS'"*  "i278Mo%* 

«l, 338, 489 

OKLAHONA  a., 

QRE80N  Isii'tfi 

PENNSYLVANIA  fl  171090 

RHODE  ISLAND  i  Is'?!? 

S  CAROLINA  Uzilnt 

S  DAKOTA  t•^a^  7<t 

TENNESSEE  lltl'lzo 

UTAH*  «148',718 

VERMONT  '^Ji93:733 

VIRGINIA  p., 
NASHIN8T0N 

*  VIR8INIA  n!2 

WISCONSIN  *7S?'rtftD 

WY0HIN6  MsiJsl 

STATES  t83,44o!267 
SOURCE:     BUREAU  OF  PR08RAH  OPERAT lONS-HCFA 
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Chapter  6 


DEMOGELAPHIC,  ECONOMIC,  AND  MEDICAL  SECTOR 
PARAMETERS 


Demographic,  economic,  and  medical  sector  parameters  are  presented  In 
this  section.    They  place  a  framework  around  the  Medicaid  program  characteris- 
tics, giving  the  context  within  which  the  Medicaid  program  operates. 

DEMOGRAPHIC  PARAMETERS 

Two  tables  are  presented  on  demographic  parameters  -  total  population 
by  State  and  aged  population  by  State.    Table  70  displays  the  U.S.  population 
by  State,  the  percent  each  State  is  of  the  total  U.S.  population,  and  the 
percent  of  each  State's  population  that  lives  in  urban  areas  for  1980. 
Additionally,  the  percent  growth  of  the  population  from  1970  to  1980  is 
presented.    Alaska  and  Wyoming  are  the  least  populous  States  with  fewer  than 
500,000  residents.     California  is  the  most  populous  with  over  23  million 
residents  and  New  York  follows  with  17.6  million  residents.    Thus,  California 
has  over  10  percent  of  the  total  U.S.  population  and  Alaska  has  less  than  .18 
percent  of  the  total  population.    The  percent  of  each  State's  population 
living  in  urban  areas  is  over  50  percent  in  42  States  and  the  District  of 
Columbia.    The  States  with  less  than  50  percent  urban  population  are  Maine, 
Mississippi,  North  Carolina,  North  Dakota,  South  Dakota,  Vermont,  and  West 
Virginia.    Over  the  past  ten  years  (1970-1980)  all  States,  with  the  exception 
of  the  District  of  Columbia,  New  York,  and  Rhode  Island,  have  had  a  positive 
rate  of  growth.    Those  with  growth  rates  over  40  percent  were  Nevada  (63.5), 
Florida  (43.4)  and  Wyoming  (41.6). 

Provisional  estimates  displaying  aged  populations  by  State  for  1983 
are  presented  on  Table  71.     States  with  over  one  million  residents  aged  65 
or  older  are  California,  Florida,  Illinois,  New  York,  Ohio,  Pennsylvania, 
and  Texas.    Alaska  has  only  14,000  residents  aged  65  or  older,  accounting 
for  less  than  3  percent  of  the  State  population.    Utah  and  Wyoming  contain 
the  next  lowest  ratios  of  aged  population,  7.6  and  7.8  percent,  respectively. 
California  has  9.7  percent  of  the  national  population  aged  65  and  over, 
followed  by  New  York  (8.2),  Florida  (6.9),  and  Pennsylvania  (6.1). 

During  the  time  period  1970-1979,  Nevada  experienced  the  largest  percent 
growth  in  aged  population  at  96.6  percent.    Four  other  States,  Alaska,  Florida, 
Hawaii  and  New  Mexico,  had  growth  rates  over  50  percent  during  this  time 
period.    During  the  time  period  1980-1983,  Alaska  and  Nevada  experienced  equal 
growth  rates  of  23.6  percent  in  the  aged  65  and  over  population.    Only  the 
District  of  Columbia  had  a  negative  rate  of  growth  (-0.8)  during  this  time 
period. 

ECONOMIC  PARAMETERS 

Three  tables  are  presented  on  economic  parameters  -  State  economic 
characteristics,  ratio  of  Medicaid  recipients  to  persons  below  the  poverty 
line,  and  average  recipients  and  payments  for  the  AFDC,  Foodstamp,  and  Medicaid 
programs. 
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TABLE  70 

STATE  DEH06RAPHICS 
TOTAL  POPULATION 


STATE 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

lOHA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEN  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 


PERCENT  OF 

PERCENT  OF 

DnDiii  AT T ny 
rUrULH 1  i  UN 

NATIONAL 

POPULATION 

PERCENT 

rOrULATION 

IN  URBAN  AREA 

A  n  M  LJ  V  (  t 

brOMTH 

1 1 OOA \ 

( 1980) 

(  IyBO) 

( 1970-1980) 

0 1 BtW • wo  I 

1 .  72 

^  A  A 

60. 0 

12.9 

400,481 

0. 18 

64.5 

32.3 

2,283,313 

1.01 

31.6 

18.8 

i'i  I  OOD  ,  30^ 

10.45 

Of  T 
7l  .  J 

18.6 

1    'i  0 
1  •  28 

OA  L 
BO.  0 

V  A  A 

30.9 

i     T  7 

1  .  if 

70  0 

78.  8 

593,223 

0.26 

70.7 

8.6 

637,631 

0.2B 

100.0 

-13.7 

7  ■  /  0  7  1  7  7  * 

1     7  A 

ai  T 
84.  0 

43. 4 

^   AAA  7A<^ 

9  11 
2.41 

AO  T 

19.1 

TOW • u w 

rt  IT 
U .  4o 

OA  V 
00 .  3 

IS  T 

23.  3 

943,935 

0.42 

34.0 

32.4 

11,418,461 

3.04 

83.0 

2.7 

^  Aon  1 7Q 

J,^TV,i/7 

9  1  *? 

Z .  42 

Al  0 

04 .  2 

3.7 

&,710,0D/ 

1  90 
1  •  27 

VO  A 

38.  0 

T  t 

3. 1 

9    TAT  9ftA 

i    A  A 
1.04 

A  ^  7 

66.  7 

3. 1 

3,661,433 

1.62 

50.8 

13.7 

4,203,972 

1.86 

68.6 

13.4 

1     194  AAA 

A    V  A 

0  •  30 

17  V 

47.3 

13.2 

1    9 1  A    11 A 

1 .  Be 

OA  T 

80.  0 

7.9 

^    7T7  ftT7 

Z.  30 

Q  T  B 

83.  8 

A  A 

9,238,344 

4.09 

70.7 

4.3 

4,077,148 

1.80 

66.8 

7.2 

9  ^9n  ATP 

1.11 

J  7  T 

47 .  j 

4  T  ^ 

13.7 

1    Q 1 7  111 

9  1  7 
2.  1  7 

AO  1 

68.  1 

3.  1 

70A  AOn 
/ DO , OtU 

A  TV 

CO  0 

32.  7 

4  V  V 

13.3 

1,370,006 

0.69 

62.7 

3.8 

799,184 

0.33 

85.3 

63.5 

7  ^  V  ■  0  I  U 

A  11 
U  a  4  1 

32.2 

01  0 
24 . 8 

7   ^AA    1  "^P 

T    9  V 
J .  23 

00  A 
07  .  U 

^  7 
2.  7 

A  V7 

U  .  3  / 

79  9 

72.2 

0  T  D 

27 .  7 

17,337,288 

7.73 

84.6 

-3.8 

5,874,429 

2.39 

48.0 

15.6 

AS9  AO^ 
03a , 073 

A  90 
V .  27 

10  0 

4B .  8 

a*  7 

10    707  410 

1  77 
4  .  /  / 

7T  T 

4  a 
1*4 

T    09^  9AA 
0  ,  yj^J  •  ^00 

1  Tl 
1  .  <}4 

L.y  T 
6  7.0 

Id*  2 

2.632.663 

1.16 

k7  9 

0  r  ■  7 

Am  •  T 

11,866,728 

3.24 

69.3 

0.6 

947,154 

0.42 

87.0 

-0.3 

3,119,208 

1.38 

54.1 

20.4 

690,178 

0.30 

46.4 

3.6 

4,590,750 

2.03 

60.4 

17.0 

14,228,383 

6.28 

79.6 

27.1 

1,461,037 

0.65 

84.4 

37.9 

511,456 

0.23 

33.8 

15.0 

5,346,279 

2.36 

66.0 

15.0 

4, 130, 163 

1.82 

73.6 

21.1 

1 ,944,644 

0.86 

36.2 

11.8 

4,705,333 

2.08 

64.2 

6.5 

470,816 

0.21 

62.8 

41.6 

SOURCE:     BUREAU  OF  THE  CENSUS,  U.S.  DEPARTMENT  OF  COMMERCE 
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TABLE  71 


STATE  ASED  POPULATION 
(65  AND  OLDER) 


STATE 


POPULATION 
6S  AND  OLDER 
(1983) 


A  1  A  D  A  M  A 

469 , 

AAA 

000 

ALASKA 

H» 

000 

ARKANSAS 

329, 

000 

CALIFORNIA 

2,615, 

000 

COLORADO 

270, 

000 

rnuucrT  t  put 

TOO 

398 , 

AAA 

000 

DELAWARE 

65, 

000 

OIST  COLUMBIA 

74, 

000 

FLORIDA 

1  ,867, 

000 

GEORGIA 

563, 

000 

U  A  Ll  A  T  T 

HAHA 1 1 

89, 

AAA 

000 

IDAHO 

105, 

000 

ILLINOIS 

1 ,331 , 

000 

INDIANA 

624, 

000 

lOHA 

404, 

000 

t/  AMC  AC 

T  1  0 

A  A 

KENTUCKY 

431, 

000 

LOUISIANA 

426 

000 

MAINE 

149 

000 

MARYLAND 

434 

000 

MACCArUIICCTTC 

AAA 

MICHIGAN 

983 

,000 

MINNESOTA 

508 

,000 

MISSISSIPPI 

303 

,000 

MISSOURI 

674 

,000 

MONTANA 

93 

,000 

NEBRASKA 

213 

,000 

NEVADA 

81 

,000 

NEN  HAMPSHIRE 

111 

,000 

NEN  JERSEY 

922 

,000 

NEM  MEXICO 

130 

,000 

NEW  YORK 

2,223 

,000 

N  CAROLINA 

667 

,000 

N  DAKOTA 

85 

,000 

OHIO 

1,250 

,000 

OKLAHOMA 

393 

,000 

OREGON 

333 

,000 

PENNSYLVANIA 

1 ,639 

,000 

RHODE  ISLAND 

135 

,000 

S  CAROLINA 

321 

,000 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRBINIA 
WASHINGTON 
H  VIRBINIA 
HI8C0N8IN 
MY0NIN6 

TOTAL  STATES 
SIMPLE  AVERAGE 


95,000 
554,000 
1,470,000 
123,000 
62,000 

554,000 
475,000 
251,000 
600,000 
40,000 

27,027,000 


PERCENT  OF 

PERCENT  OF 

PERCENT 

e  T  A  TC 
a  1  n  1 1 

KJ  A  T  T  n  kj  Al 

tin  1  1  UNnL 

cpnyTU 

unUH 1 n 

Dnotii  ATTnu 
rurULn 1  1  UN 

DnDiii  ATT  nu 
rUrULn 1  1  UN 

T  N 

63  AND  ULOcK 

63    AND  ULUCK 

LK  Akin  ni  nPR 

03   HNU  ULUcn 

( 1983) 

/  t  a  Q  T  \ 
( 1983) 

1  1  OTA. 1 070 \ 

11.8 

1.7 

29.7 

2.  9 

A  1 

34 .  Z 

14.1 

1  •  2 

Zo .  0 

10.4 

7  .  7 

•90  T 
Zt.  0 

8.  6 

1  A 

1 . 0 

Z7  .  D 

12.7 

1.5 

24.0 

I  A  ^ 

10.7 

0 .  2 

T  A  A 

11.9 

A  T 

T  7 

1  7 .  S 

L  Q 
6  .  T 

A  7  7 
OZ .  / 

9 .  8 

Z.  1 

TT  i. 

8.7 

0.3 

59.9 

1  A  L 

LO .  6 

A  A 

0 .  4 

11.6 

4 .  9 

1  0  A 

I  2  •  \^ 

11.4 

T  T 

2.  3 

1  L  A 

IT  Q 

13.9 

1 .  5 

13.2 

1.2 

13.6 

11.6 

I  •  6 

1  7  1 
1  /  •  1 

9 . 6 

I  •  6 

7 1  1 

Z4 .  I 

t  T  A 

13.0 

A  L 

1  D  •  0 

1  A  1 

10.1 

I  •  0 

77  T 

13.2 

2.8 

12.3 

I  0  •  B 

T  k 

1  0 
1.7 

1  1  7 
11./ 

1  1 
1.1 

Z<  3 

1  T  7 

11.4 

0.3 

21.1 

1  J  .  J 

fr  0 
U .  B 

1  1  M 

0  1 
7.1 

rt  T 
U  •  0 

70  t  O 

I  1  •  0 

V  .  ^ 

^  0  •  7 

T  t 
J  •  4 

9.3 

0.5 

54.6 

1 Z.  6 

o  o 
ts  •  z 

B  .  T 

11.0 

^  •  3 

TQ  /L 
OB  >  0 

1 Z.  a 

A  T 

7ft  ^ 
Zw .  3 

11.6 

A  L 

4  •  0 

1  ^  ft 
i  3  .  V 

11.9 

1.5 

21.5 

12.3 

i «  2 

Tft  T 

IT  a 
IJi  8 

L  1 

0«  1 

1  7  7 
if./ 

14.1 

A  V 

1  a  ^ 

1  B  .  0 

9 . 8 

1  •  2 

A 1  k 

13.6 

A  S 

0.  4 

1  7  A 
1  Z .  4 

11.8 

2.0 

28.8 

O  T 
T.  j 

■  J 
3  a  4 

T 1  0 

7.& 

0.5 

37.3 

11.8 

0.2 

17.9 

9.9 

2.0 

32.7 

11.0 

1.8 

29.5 

12. B 

0.9 

16.6 

12.6 

2.2 

18.1 

7.8 

0. 1 

20.6 

11.4 

2.0 

26.6 

PERCENT 
8R0MTH 

IN 

65  AND  OLDER 
(1980-1983) 

6.7 
23.6 
5.2 
8.3 
9.4 

9.0 
10.2 
-0.8 
10.6 

9.0 

16.7 
11.6 
5.4 
6.5 
4.2 

4.2 
5.1 
5.3 
5.7 
9.8 

5.0 
7.7 
5.9 
4.8 
4.0 

9.7 
3.5 
23.6 
8.2 

7.3 

12.2 
2.9 

10.6 
6. 1 
6.9 

4.6 
9.8 
7.1 
6.3 

11.7 

4.6 

7.0 
7.2 
12.3 
6.0 

9.5 
10. 1 
5.7 
6.3 
8.7 


8.0 


SOURCE!     BUREAU  OF  THE  CENSUS,  U.S.  DEPARTMENT  OF  COMMERCE 
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Table  72  displays  State  economic  characteristics  including  per  capita 
personal  income,  annual  unemployment  rate,  percent  of  population  below  poverty, 
and  percent  of  age  65  and  over  population  below  poverty.     In  1983  the  U.S. 
average  per  capita  personal  income  was  $11,675,  ranging  from  $8,072  in  Mis- 
sissippi to  $16,820  in  Alaska.     The  U.S.  average  unemployment  rate  for  1983 
was  9.6,  ranging  from  below  6  percent  in  New  Hampshire,  South  Dakota,  North 
Dakota,  and  Nebraska  to  over  12  percent  in  West  Virginia,  Michigan,  Alabama, 
Mississippi  and  Ohio.     The  U.S.  average  percent  of  population  below  poverty  in 
1979  was  12.4.     Seven  States  had  over  17  percent  of  their  population  below  the 
poverty  level,  with  Mississippi  the  highest  at  23.9  percent.    The  U.S.  average 
percent  of  aged  (65+)  population  below  poverty  level  was  14.8  in  1979.  Of 
their  age  65  and  over  population,  seven  States  reported  more  than  25  percent 
were  below  the  poverty  level,  with  Mississippi  again  the  highest  at  34.3 
percent. 

The  ratio  of  Medicaid  recipients  to  persons  below  the  poverty  line 
Is  displayed  on  Table  73.    This  table  shows  the  rank  of  each  State  as  well  as 
the  average  payment  per  Medicaid  recipient  and  the  per  capita  personal  income 
for  1982.    The  ratio  of  Medicaid  recipients  to  individuals  living  at  or  below 
the  poverty  level  ranged  from  104  percent  in  Hawaii  to  17  percent  in  South 
Dakota.    The  median  ratio  is  34,  as  compared  to  last  year's  report  (reflecting 
FY  1980  data)  showing  a  median  ratio  of  42. 

The  average  annual  Medicaid  payment  per  Medicaid  recipient  for  1982, 
also  found  on  Table  73,  ranged  from  $679  in  West  Virginia  to  $2,604  in  New 
York.    The  median  average  was  $1,497  in  1982,  as  compared  to  $1,119  in  1980. 
Per  capita  personal  income  in  1982  ranged  from  a  low  of  $7,725  in  Mississippi 
to  a  high  of  $16,598  in  Alaska. 

Table  74  displays  recipient  and  payment  data  for  a  recent  month  in  the 
Medicaid  program,  the  AFDC  program,  and  the  Foodstamps  program.     Total  reported 
Medicaid  payments  in  December  1983  ranged  from  $2.0  million  in  Wyoming  to 
$476.2  million  in  New  York.     Corresponding  recipient  counts  varied  from  5,265 
in  Wyoming  to  1.4  million  in  California.     The  average  monthly  Medicaid  payment 
per  recipient  ranged  from  $137.48  in  Kentucky  to  $541.64  in  Nevada.    Utah  is 
excluded  from  the  above  since  their  reported  data  differ  drastically  from 
previous  reports. 

AFDC  data  reflect  monthly  averages  for  the  October-December  1983  period. 
Total  payments  ranged  from  $839,666  in  Nevada  to  $261  million  in  California. 
Total  recipients  varied  from  8,237  in  Wyoming  to  1.6  million  in  California. 
The  average  monthly  AFDC  payment  per  recipient  ranged  from  $30.98  in  Mississippi 
to  $220.58  in  Alaska.     The  average  payment  in  California  ranked  second  highest 
at  $163.34. 

Total  payments  for  the  Foodstamps  program  in  January  1984  ranged  from 
$1.2  million  in  Wyoming  to  $76.1  million  in  New  York.     Total  recipients  ranged 
from  24,066  in  Alaska  to  1.8  million  in  New  York.    The  average  monthly  payment 
per  Foodstamp  recipient  ranged  from  $33.06  in  Wisconsin  to  $66.96  in  Hawaii. 
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TABLE  72 


STATE  ECONOMIC  CHARACTERISTICS 


PER  CAPITA 

ANNUAL 

PERCENT  OF 

PERCENT  OF 

OCDCniU  Al 
r tnaUnHL 

UNtnrLUYntNT 

DnDIII  ATTHM 

rUrULH  T 1  UN 

037  rUrULH  1  1 1 

D  A  T  C 

Qci nu  onucDTV 
DCUUN     rUvcn  1  T 

Dct  nu  oni)CB' 

C  T  a  TC 

( 1700) 

( 1983) 

/  1  O  7  O  t 
11777) 

/  1  O  7  O  \ 

( 1777) 

ALABAMA 

$9,235 

13.7 

18.9 

28.4 

ALASKA 

«16,820 

10.3 

10.7 

14.2 

Ap^  AUQ AC 

♦  T  .  U  "J  U 

t  A  1 
I  0  •  1 

1  7  ■  u 

2a  ■  2 

r  At  T  cnDM  T  A 

•  IT    0  T  0 

O  7 
7  •  7 

11.4 

Q  7 
0  .  0 

r*  n  I  no  A  nn 

UULUKHUU 

*  1  O    V  0  A 

6  ■  6 

1  A  1 
1  W  •  1 

1  *)  O 

12.0 

CONNECTICUT 

<14,826 

6.0 

8.0 

8.8 

DELAWARE 

«12,442 

8. 1 

11.8 

13.6 

HTCT    rni  IIMDTA 

U 1  a  1   LULUno  1 H 

f  16  ■  40*? 

11.7 

1  a  L 
1  D .  6 

1  a  o 
Id  .  7 

r  LUK 1 Un 

S 1 1  •  572 

8.  6 

1  Y  A 
13.4 

1  '9  7 

12.7 

bcUnu  1 H 

$  10 1 283 

7.  3 

16.6 

23.  6 

HAWAII 

$12,101 

6.5 

9.9 

10.5 

IDAHO 

»9,342 

9.8 

12.6 

16.0 

T 1  r  T  u  n  T  e 

» 1 2 , 626 

If  A 

1  1  •  T 

r  un  T  Au A 

$10 ,  S67 

11.1 

Q  7 
7  .  7 

1  O  ^ 

1 2  ■  7 

7  nu  A 

All     A  4  a 

□  1 
a.  1 

1  A  1 

1 0 .  1 

1  7  T 

KANSAS 

$12,295 

6.  1 

10. 1 

14.2 

KENTUCKY 

$9, 162 

11.7 

17.6 

23.3 

» lU  ,  'tOo 

i  1  Q 

1  1  ■  9 

1  0  L 

^97  7 
2  /  •  / 

MAT  KiC 

»7 , 6  I  7 

0  A 

1  ^  •  u 

16.4 

M AO VI  A u n 

»  1  Z , 774 

0  Q 

7  t  a 

1  7 

12.  / 

MASSACHUSETTS 

$13,089 

6.9 

9.6 

9.7 

MICHIGAN 

$11,574 

14.2 

10.4 

12.2 

M  T  MMPCnT A 

All     L  L  U 

*  1 1  , 666 

0  •  2 

7  .  3 

1  A  0 

MTCCTCQT  PD  T 

nisaiaairri 

>Q  A7'5 
»I3  ,  U  /  ^ 

1  ^  k 
1  Z .  0 

.  7 

M  t  ccni  IP  T 
n 1 SSUUn 1 

<  i  fx    7  OA 
»  I  0 ,  / 7U 

0  0 
7  .  7 

1  ■?  "7 
1  X  •  ^ 

1  7  A 

i  /  .  7 

MONTANA 

$9,999 

8.8 

12.3 

14.4 

NEBRASKA 

$10,940 

5.7 

10.7 

15.5 

Kjpu  An  A 
iMC  Y  H  U  H 

#1^,316 

0  0 
7  •  D 

a  7 

1  ft  7 

$11, 620 

3  •  4 

8.  a 

1  *?  7 
12.0 

$14,037 

7  B 
7  .  D 

7.3 

0  o 
7  .  7 

NEW  MEXICO 

$9,560 

10. 1 

17.6 

21.1 

NEW  YORK 

$13, 146 

8.6 

13.4 

11.6 

KJ  r  ADni  r  u  A 

$7,636 

Q  O 
0  .  7 

1 4 .  (j 

'JT  Q 

U  AAb^nTA 
n   UHI\U  1  H 

$11,  oSO 

3 . 0 

12.6 

1  7  A 

nu  T  n 

Un  1  U 

$11, 234 

12.2 

1  A  7 
1  0  .  0 

OKLAHOMA 

$11 , 187 

9.0 

13.4 

21.0 

QRE60N 

$10,920 

10.8 

10.7 

11.8 

DCIdlJCVI  UAUTA 
r CNNa  TLVHN 1 H 

9 1 1  ,  g  1 0 

1  I  •  O 

1  A  K 

10.3 

1  1  o 

Dunne   TCI  Aun 

nnuoc  Island 

$11, 504 

0.3 

1  A  T 
10.3 

1  O  O 

12.0 

3  CAKOLlNA 

$D  ,734 

<  A  A 

10.  0 

16.6 

23 .  0 

S  DAKOTA 

$9,704 

5.4 

16.9 

20.2 

TENNESSEE 

$9,362 

11.5 

16.4 

25. 1 

TEXAS 

$11, 702 

8.0 

14.7 

21.2 

UTAH 

$9,031 

9.2 

10.3 

11. a 

VERMONT 

$10,036 

6.9 

12. 1 

13.8 

VIR6INIA 

$11,835 

6.1 

11.8 

17.2 

WASHINGTON 

$12,051 

11.2 

9.8 

11.3 

W  VIRQINIA 

$8,937 

18.0 

15.0 

18.5 

WISCONSIN 

$11,132 

10.4 

9.7 

9.6 

WYOMING 

$11,969 

8.4 

7.9 

14.0 

U.S.  AVERAGE 

$11 ,675 

9.6 

12.4 

14.8 

SOURCE:  PER  CAPITA  PERSONAL  INCOME-BUREAU  OF  ECQNOMIC    ANALYSIS .U. S.  DEPT.  QF^COMHERCE 
ANNUAL  UNEMPLOYMENT  RATE-BUREAU  OF  LABOR  STATISTICS,  U.S.  DEPT.  OF  LABOR^ 
POVERTY  POPULATION-BUREAU  OF  THE  CENSUS,  U.S.     DEPT.  OF  COMMERCE,   1980  CENSUS 
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TABLE  73 

RATIO  OF  MEDICAID  RECIPIENTS  TO  PERSONS  BELOW  THE  POVERTY  LEVEL 

RANKED  BY  STATE 

FISCAL  YEAR  1982 

RATIO  OF  MEDICAID 


STATE 

RECIPIENTS  TO 
PERSONS    LIVING  BELOW 
THE  POVERTY  LEVEL* 

AVERAGE  PAYMENT 
PER  MEDICAID 
RECIPIENT** 

PER  CAPITA 
PERSONAL 
INCOME 

HAMAII 

104 

1,225 

11,614 

CALIFORNIA 

83 

944 

12,616 

RHODE  ISLAND 

77 

1,622 

10,751 

MICHISAN 

72 

1,100 

10,942 

MASSACHUSETTS 

69 

1,803 

12,153 

WISCONSIN 

67 

1,785 

10,725 

PENNSYLVANIA 

64 

1,504 

10,934 

NEW  YORK 

60  - 

2,604 

12,389 

VERMONT 

60 

1,446 

9,478 

ILLINOIS 

58 

1,264 

12,091 

MAINE 

S3 

1,399 

9,031 

NEW  JERSEY 

S3 

1,373 

13,169 

DIST  COLUMBIA 

51 

1 ,650 

15,064 

MARYLAND 

50 

1,292 

12,237 

MINNESOTA 

49 

2,461 

11,155 

GHIO 

47 

1,397 

10,667 

CONNECTICUT 

4S 

1,813 

13,810 

KANSAS 

38 

1,576 

11,717 

ALASKA 

37 

1,964 

16,598 

OKLAHOMA 

37 

1 ,490 

11,247 

M  VIRGINIA 

37 

679 

8,758 

DELAWARE 

36 

1,157 

11,810 

MISSOURI 

36 

1,137 

10,188 

WASHINGTON 

33 

1 ,683 

11,466 

MONTANA 

34 

1,631 

9,544 

lONA 

34 

1 ,600 

10,754 

KENTUCKY 

34 

968 

8,893 

OREGON 

34 

1,134 

10,231 

MISSISSIPPI 

33 

866 

7,725 

NEW  HAMPSHIRE 

33 

1,979 

10,721 

GEORGIA 

31 

1 ,301 

9,573 

LOUISIANA 

31 

1 ,486 

10,211 

S  CAROLINA 

30 

1,115 

8,475 

VIRGINIA 

29 

1,481 

11,056 
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TABLE  73  (CONT'D) 


D AT T n  nc 

nH 1 1 u  Ur 

MEDICAID  RECIPIENTS  TO  PERSONS  BELOW  THE  POVERTY  LEVEL 
RANKED  BY  STATE 

FISCAL  YEAR 

1982 

e  T  A  T  c 

STHTc 

RATIO  OF  MEDICAID 
RECIPIENTS  TO 
PERSONS    LIVING  BELON 
THE  POVERTY  LEVEL* 

AVERAGE  PAYMENT 
PER  MEDICAID 
RECIPIENT** 

PER  CAPIT 
PERSONAL 
INCOHE 

28 

1 ,735 

10,641 

28 

1,279 

8,899 

AD^AUC AC 

27 

1,358 

8,424 

pni  nD Ann 

27 

1 ,699 

12,202 

T  un  T  AU A 

I ND 1 RNh 

23 

2,076 

9,994 

Aw 

1,076 

9,135 

25 

1,365 

9,048 

At  AD AMA 

24 

1 ,051 

8,647 

CI  n D  T  n  A 

24 

1,064 

10,907 

ncVHUn 

22 

2,249 

12,022 

N  DAKOTA 

22 

2,121 

10,830 

UTAH 

21 

1,644 

8,820 

TEXAS 

20 

1,712 

11,423 

HYOniNQ 

20 

i,sse 

12,211 

IDAHO 

18 

1,594 

8,937 

S  DAKOTA 

17 

2,157 

9,582 

SOURCE:  MEDICAID  DATA  -  MEDICAID  STATISTICS  BRANCH,  BDH8,  HCFA;  INCOHE  DATA 
BUREAU  OF  ECONOMIC  ANALYSIS,  U.S.   DEPT.   OF  COMMERCE  m  urf.* 

♦  NUMERATOR  DATA  WERE  CALCULATED  FROM  DATA  SUBMITTED  BY  THE  STATES  TO  HCFA. 
DATA  FROM  FOUR  STATES  WERE  ESTIMATED  FROM  1980  DATA  AND  DATA  FROM 
PENNSYLVANIA  WERE  ADJUSTED  DUE  TO  A  SAMPLING  PROBLEM.     THE  NUMERATOR 
INCLUDES  AN  ESTIMATE  OF  THE  TOTAL  NUMBER  OF  PERSONS  RECEIVING  MEDICAID 
SERVICES  IN  EACH  STATE  REGARDLESS  OF  WHETHER  FEDERAL  MONIES  M|RE  „ 
INVOLVED.     DENOMINATOR  DATA  WERE  DEVELOPED  FROM  U.S.   BUREAU  OF  CENSUS 
DATA  PROVIDED  BY  THE  OFFICE  OF  THE  DEPUTY  ASSISTANT  SECRETARY  FOR  PLANNING 
AND  EVALUATION/HEALTH,  DHHS.     THE  DEHONINATOR  WAS  ADJUSTED  TO  INCLUDE  AN 
ESTIMATE  OF  THOSE  RECEIVING  MEDICAID  WHO  WERE  NOT  POOR. 
♦«  THIS  AVERAGE  WAS  CALCULATED  BY  DIVIDING  TOTAL  EXPENDITURES, 

EXCLUSIVE  OF  NON-MEDICAID  RECIPIENT  PAYMENTS,  BY  THE  TOTAL  NUMBER 
OF  MEDICAID  RECIPIENTS  AS  REPORTED  TO  HCFA. 
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TABLE  74 


neoicRio  <0Ec.  i9«3> 


nEOicRio  ,  RFOC,  flHo  FooosrBHP  onrB 

HFDC  CnO.RVC.  FOR  OCr-0EC'83> 


Fooosr«nps  <j«n.  i90o 


STBTE 

RLRennn 

fM-NSKR 
WtKRNSRS 
CRLirOKNIR 
COLMRDO 

coNNEcricur 

DELRURKE 

01 sr  coLunoiR 

FLOKIOR 
GE0K6IR 

HRtMII 
lORHO 
ILLINOIS 
INOIRNR 
I  OUR 

KRNSHS 

KENTUCKV 

LOUISIRNR 

HRINE 

nRKVLRNO 

HRSSRCMUSErrS 
ni CHI  CRN 
niNNESOrR 

ni SSI  SSI rr I 
ni ssouKi 

nOHTRNR 

NCBKRSKH 

HtVfVM 

NEU  HRnPSHIRC 
NEU  JERSeV 

NEU  HEHICO 
NEU  VOKK 
N  CRKOLINR 
N  DRKOIR 
OHIO 

OKLRHonn 

OREGON 

PENNSVLVRNIR 
RHODE  ISLRNO 
S  CRROLINfl 

S  ORKOrR 

rENNESSEE 

rEKRS 

UTRH 

VERflONT 

l/IRGINIB 
UASHINCrON 
U  (/IftGIHIR 
UISCONSIN 

uv-oniNG 
roTHL  srBrES 

UEICHTEO  RVG. 


TOrRL 
RCPORrEO 


TOrRL 
REPORITO 


pnvticNrs 

RCCIPIENrs 

»29,1S1, 

712 

117,913 

MM 

MM 

•24,681 

061 

102,101 

•391,010 

711 

1,387,693 

•21,238, 

816 

69,961 

•13,928 

321 

109,019 

•9, 133 

890 

17,203 

•18,897 

191 

19,971 

•61,769 

290 

211,908 

•91,362 

663 

220,220 

•13,889 

221 

19,381 

•9,671 

692 

17,997 

«  1  «A  1199 

•138, 9rr 

^  1« 

199,686 

•  1  I  ,  TP  lO 

128,919 

«o9  v<tn 

•  2  r , 

613 

101,219 

•17,770 

888 

62,023 

971 

•96  198 

280 

196,667 

• 18^897 

103 

98,821 

•60,917 

970 

139,186 

•86,101 

910 

236,230 

•117,896 

236 

169,097 

•71,691 

668 

119,916 

•28,230 

618 

199,299 

•36,329 

999 

193,790 

•7,728 

,139 

17,132 

•12,2f1 

An9 

3  r , 93 1 

•6  ,  90 1 

190 

12,191 

•7,890 

16,607 

•92,167 

811 

289,202 

•11,701 

,823 

37,818 

•176, 180 

799 

1,018,621 

•16  ,  720 

,619 

119,791 

•7,381 

311 

19, 191 

•111,110 

389 

379,991 

•36,708 

116 

99,301 

•18,929 

227 

60,191 

•133,039 

121 

191,093 

•19,396 

866 

18,182 

•29,933 

803 

113,917 

•7,292 

936 

11,362 

•19,867 

093 

179,909 

•120,100 

139 

360,327 

•3,731 

,303 

3,383 

•8,218 

,991 

26,319 

•17,090 

,326 

119,188 

•38,772 

,282 

121,891 

•7,390 

,690 

91,118 

•78,331 

,632 

230,608 

•2,011 

,992 

9,269 

[,769,397 

,928 

8,799,378 

IWERRSe 
PRVnCNT  PER 
RECIPIENT 

•199. 12 

MM 

•289.87 
•292.99 
•921.68 

•111.18 
•296.13 
•111.67 
•292.21 
•216.66 

•309.97 
•319.69 
•301. 11 
•326.67 
•270.21 

•286.92 
•137.18 
•289.79 
•321.29 
•196.36 

•361.19 
•319.26 
•920.39 
•177.27 
•236.23 

•113.33 
•329.13 
•911.61 
•120.62 
•319.73 

•309.90 
•191.01 
•311.99 
•166.00 
•301.10 

•389. 17 
•313.09 
•293.00 
•100.08 
•221.08 

•907.79 
•260.79 
•331.36 
•1103.87 
•313. 11 

•319.01 
•318.09 
•111.98 
•339.67 
•382.07 


rOTRL 
PRVnCNTS 


rOIRL 
RECIPIENTS 


•6 
•2 
•2 
•261 
•8 

•  18 
•2 
•6 

•  20 

•  16 

•  7 

•  1 

•  70 

•  12 

•  13 

•  7 

•  11 

•  11 
•9 

•  16 

•  32 

•  102 
•23 

•1 

•  16 

•2 
•1 

•  1 
•10 

•  3 

•  190 

•  12 

•  1 

•  97 

•6 
•6 
•60 
•6 
•6 

•  1 

•  6 

•  19 

•  1 

•  3 

•  13 

•  23 
•6 

•12 


129,666 
891,000 
620,000 
116,661 
662,666 

917,666 
110,666 
112,993 
760,000 
990,333 

119,666 
731,666 
217,666 
172,666 
018,333 

318,666 
011,333 
719,666 
699,000 
870,333 

119,000 
782,333 
991,000 
,767,333 
361,333 

162,000 
,626,333 
»63«,666 
669,000 
769,393 

197,000 
776,666 
999,333 
287,000 
968,000 

883,000 
267,666 
292,000 
136,666 
228,000 

139,666 
788,666 
396,333 
271,333 
707,666 

719,000 
171,333 
139,666 
,209,666 
•900,666 


191,609 
12,939 
62,389 
1,996,801 
66,992 

127,806 
29,099 
97,121 
267,988 
213,171 


31, 
16, 
738 
166 
110 


oaa 

267 
,663 
1,038 
1,810 


71,111 
197,912 
2 1 1 , 390 

19,821 
192,769 

219,770 
799,932 
119,717 
191,927 
193,338 

19,261 
11,729 
12,179 
17,178 
369,020 


19,279 
1, 106,369 
169,991 
11,339 
677,206 

77,018 
71,913 

979,127 
11,821 

129,219 

16,360 
193,772 
333-558 


•319.70 


3,230 
38,199 
21,021 

197,990 
192,927 
86,028 
279,792 
6,237 

•  1,167,168,616  10,97i',t.99 


PRVnENT  PER 

TOTRL 

RECIPIENT 

PRVHENTS 

•  39. 

69 



•36,928,921 

•220  . 

98 

•1,961,807 

•19  - 

20 

•12,329,931 

•  163 . 

3^ 

•96,891,799 

•  101. 

^7 

•8,01 1,931 

•  111. 

80 

•9,193, 123 

•2, 111,167 

•  111. 

66 

•3,921,720 

•  72  - 

16 

•32,811,993 

•  60  - 

•21,969,118 

•  131. 

96 

•6,716,  113 

•  91 . 

79 

•3,210, 161 

•  99. 

06 

•96,823,031 

•  79. 

12 

•22,117,777 

•  117. 

72 

•6,992y 7B9 

•  102 . 

90 

*3  y  O  rU  y  ^3  r 

•  69. 

79 

«07   AfiY  ^n*l 

•  99, 

11 

926,339,160 

•  113. 

90 

«S,^69,6^ 

•  97. 

09 

%\A    173  303 

9  129  - 

on 

•  139. 

97 

ft<49   717  496 

•  160. 

91 

•8,472pS70 

•  SO. 

98 

•21,993,216 

•  81. 

61 

*1A    1*3  flAQ 

•  1 12. 

29 

•  110. 

91 

•  67. 

30 

•  1,901,113 

•  108 . 

16 

•1,993,196 

•  101 . 

78 

*0«     '9M9  999 

•21,297,727 

•  70. 

97 

•7,319,010 

9  l^D  • 

0^ 

•76,061,268 

9  7^  m 

3 1 

•20,799,932 

f  1  13. 

^9 

•1,271,317 

VD3  > 

60 

•97,131,962 

•  09. 

33 

•10,092,939 

•  119. 

96 

•11,999,396 

•  101. 

71 

AOn  VIA 
9 yD^U|^10 

•  136. 

91 

•3,203,810 

•  18. 

20 

•17,119,988 

•  07. 

99 

•2, 139,906 

•11. 

19 

•29,279,619 

•  16. 

20 

•97,719,269 

•  111. 

11 

•3,398,973 

•  191. 

39 

•1,861,126 

•  87. 

21 

•17, 193,191 

•  191. 

91 

•11,939,681 

•  70. 

67 

•12,926,179 

•  190. 

89 

•  12,161,396 

•  109. 

39 

•1,201,719 

» 1 10.39 


•091,091,331 


TOTRL 

PRVtlENT  PER 

RECIPIENTS 

RECIPIENT 

639 

112 

•12 . 37 

21 

066 

•69.89 

311 

611 

•39.19 

1,719 

916 

•99.19 

186 

971 

•12 . 39 

198 

198 

•31.66 

17 

396 

•11.69 

76 

188 

•16.06 

722 

963 

•19.11 

989 

179 

•11.99 

100 

299 

•66 ■ 96 

66 

818 

•18 ■ 01 

1,  139 

998 

•90.02 

179 

370 

•16.92 

217 

210 

\ . 39 

139 

700 

•13 . 23 

608 

916 

•19.66 

969 

809 

•11.69 

121 

686 

•13.63 

301 

,927 

•16.91 

369 

,983 

•11 .89 

1,087 

877 

•19.70 

238 

,799 

•39.16 

919 

,969 

•12.29 

127 

,117 

•12.93 

99 

271 

•12.31 

91 

781 

•37 . 11 

96 

,972 

•91.12 

97 

,960 

•11.97 

179 

,910 

All 

172 

171 

•  12 -  60 

1 ,937 

921 

•11. 36 

932 

380 

•38.96 

33 

398 

•36.06 

1,  169 

920 

•16.12 

261 

391 

•38.19 

212 

839 

•19.11 

1  103 

397 

•12.13 

79 

660 

•10.21 

119 

013 

•12.01 

19 

982 

•13.07 

988 

261 

•12.96 

1,302 

092 

•11.31 

79 

137 

•12.99 

17 

118 

•39.23 

119 

,862 

•11.21 

286 

,811 

•10.23 

296 

,368 

•13.61 

367 

797 

•33.06 

27 

909 

•13.66 

20,902 

603 

•12.77 

MM  DRTB  NOT  REPORTED 

source:     HEDICRID  DRTR  -  HCFR   120.     RFOC  DRTR  -  OFFICE  OF  FRHIL*.  RSSISTRNCE,   PHHS.     FOOD  STHHP  DRTR  -  FOOD  RND  NUTRITION  SERV.ICE,  USOR. 


MEDICAL  SECTOR  PARAMETERS 


Three  tables  are  presented  in  this  section  showing  the  supply  of  Medical 
services  for  Medicaid  populations  including  the  enrolled  and  participating 
physicians  and  Medicaid-certif led  beds.     Table  75  displays  the  number  of 
physicians  enrolled  and  participating,  the  basis  of  the  file  of  physicians 
(individuals  or  individuals  and  groups),  and  the  date  of  the  last  file  update. 
Enrolled  physicians  are  generally  defined  to  be  those  physicians  who  have 
applied  for  and  received  a  Medicaid  provider  number.    Participating  physicians 
are  generally  defined  to  be  those  physicians  who  have  submitted  at  least  one 
claim  within  the  past  12-month  period.    The  number  of  physicians  enrolled 
ranged  from  450  in  Alaska  to  62,453  in  California  while  the  number  of  physicians 
participating  ranged  from  597  in  Wyoming  to  29,714  in  New  York.    While  the 
absolute  numbers  of  physicians  enrolled  and  participating  serve  as  an  indicator 
of  access  to  medical  care  it  is  important  to  note  whether  the  physician  file 
is  based  on  individual  physicians  or  individual  and  group  practices.  Thirteen 
States  base  their  enrolled  and  participating  files  on  individuals.  Thirty-six 
States  base  their  enrolled  and  participating  files  on  individuals  and  group 
practices.     Two  States,  New  Jersey  and  North  Dakota,  base  their  enrolled  file 
on  individuals  and  their  participating  file  on  individuals  and  group  practices. 
The  date  of  the  last  file  update  also  affects  the  numbers  of  enrolled  and 
participating  physicians.     Twenty-one  States  had  updated  files  as  of  1984 
while  three  States  updated  only  as  recent  as  1980. 

Table  76  displays  the  number  of  Medicaid  certified  beds  by  category. 
The  smallest  number  of  inpatient  beds  were  reported  in  Alaska  with  1,123  while 
the  largest  number  was  reported  in  California  with  93,198.    Seventeen  States 
reported  Medicaid  certified  swing  beds  and  the  numbers  ranged  from  six  in 
Wyoming  to  796  in  Florida.    Long-term  care  beds  were  reported  in  six  categories: 
SNF  Medicaid  certified,  SNF  dually  certified,  ICF,  ICF-MR,  SNF/ICF  Medicaid 
certified,  and  SNF/ICF  dually  certified.     The  number  of  SNF  Medicaid  certified 
beds  ranged  from  zero  in  21  States  to  28,534  in  Georgia  and  the  number  of  SNF 
dually  certified  beds  ranged  from  zero  in  ten  States  to  84,161  in  California. 
Medicaid  certified  ICF  beds  ranged  from  zero  in  Alaska  and  Hawaii  to  82,339  in 
Texas.     ICF-MR  beds  ranged  in  number  from  zero  in  Wyoming  to  17,938  in  New 
York.    SNF/ICF  Medicaid  certified  beds  were  reported  by  four  States  with  a 
range  of  10,149  in  Mississippi  to  36,895  in  Florida.     SNF/ICF  dually  certified 
beds  were  reported  by  31  States  with  a  range  of  30  in  Kentucky  to  47,415  in 
Illinois. 

Table  77  presents  the  enrolled  and  participating  physicians  per  1000 
Medicaid  recipients,  the  acute  care  hospital  beds  per  1000  Medicaid  recipients, 
and  the  total  long-term  care  beds  per  1000  aged  65  and  over  Medicaid  recipients. 
The  number  of  enrolled  physicians  per  1000  Medicaid  recipients  ranged  from 
12.22  in  Tennessee  to  142.72  in  Nevada  while  the  number  of  participating 
physicians  per  1000  Medicaid  recipients  ranged  from  7.55  in  California  to 
54.39  in  Nevada.     Acute  care  hospital  beds  per  1000  Medicaid  recipients  ranged 
from  26.62  in  California  to  129.55  in  Nevada.     The  number  of  total  long-term 
care  beds  per  1000  aged  65  and  over  Medicaid  recipients  ranged  from  77.84  in 
Wisconsin  to  976.45  in  North  Dakota. 
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TABLE  75 


3/31/84 


ENROLLED  AND 

PARTICIPATING 

PHYSICIANS 

FILE  BASED  ON 

NUMBER  OF 

PHYSICIANS 

u  n  1  c  u  r 

STATE 

INDIVIDUALS 

LAST  FIL 

ENROLLED  PARTICIPATING 

INDIVIDUALS 

AND  GROUPS 

UPDATE 

ALABAHA 

3  t  w  vw 

X 

1983 

ALASKA 

430 

«• 

X 

1984 

ARKANSAS 

n  i«  n  n  11  w  n  M 

6,224 

2,729 

X 

1  90? 

CALIFORNIA 

40  ,  ^  40 

- 

X 

1984 

COLORADO 

s  , 

0  ,  4^  J 

X 

- 

ft 

CONNECTICUT 

T   i  t  ^ 

• 

X 

1981 

DELAHARE 

BOO 

t* 

- 

X 

«• 

OIST  CDLUHBIfl 

3,134 

1 ,573 

• 

X 

FLORIDA 

1  ■  ion 

1  A  AAA 

- 

X 

1984 

GEORGIA 

X 

- 

1984 

HAMAII 

If/  ^0 

X 

1983 

IDAHO 

3,589 

1,430 

X 

1980 

ILLINOIS 

20,905 

*« 

X 

- 

1  984 

i  7  O  ~ 

INDIANA 

1 1  Tin 

S  097 

J  ,  U  4  f 

- 

X 

1984 

lOHA 

3  ,  Dt  7 

H  ,  U4W 

- 

X 

1983 

KANSAS 

f  ^ 

•* 

t« 

KENTUCKY 

13,102 

5,210 

- 

X 

1984 

LOUISIANA 

7,474 

4,811 

- 

X 

19S2 

riAINE 

J  ,  vOO 

1  AS? 

1  ,  0  W  4 

- 

X 

1983 

MARYLAND 

9  kkl 
T  ,  o  B  r 

S  077 

- 

X 

1982 

MASSACHUSETTS 

f  f 

- 

X 

1984 

niCHIGAN 

14,836 

- 

X 

1981 

MINNESOTA 

11 ,435 

5,685 

X 

- 

19B4 

MISSISSIPPI 

4  ,  o  w  a 

X 

- 

1983 

MISSOURI 

1 3  025 

5  074 

~ 

X 

1983 

MONTANA 

1 .383 

1   4S 1 

X 

- 

1984 

NEBRASKA 

4,500 

3,600 

- 

X 

1980 

NEVADA 

3,978 

1,516 

X 

- 

1983 

NEW  HAMPSHIRE 

1  AHA 

t    i  Al 

i  ,  ^ 

- 

X 

1984 

NEW  JERSEY 

30  991 

9  057 

7  ,  WW  / 

- 

X 

1983 

NEM  MEXICO 

^  BAT 

I  ,  d  ^  4 

X 

1984 

NEW  YORK 

32,934 

29,714 

- 

X 

** 

N  CAROLINA 

7,119 

3,624 

- 

X 

1964 

N  DAKOTA 

1 ,920 

658 

- 

X 

1983 

OHIO 

21,121 

14,967 

X 

1984 

OKLAHOMA 

3,200 

5,200 

X 

- 

1994 

OREGON 

4,368 

4,568 

X 

1984 

PENNSYLVANIA 

18,434 

13,013 

X 

1984 

RHODE  ISLAND 

1,588 

1,588 

X 

1984 

a  CAROLINA 

4,682 

3,920 

X 

1983 

S  DAKOTA 

800 

600 

X 

1983 

TENNESSEE 

4,170 

2,984 

X 

1980 

TEXAS 

26,001 

13,446 

X 

1984 

UTAH 

3,149 

3,101 

X 

1983 

VERMONT 

1,200 

800 

X 

1984 

VIRGINIA 

7,911 

7,476 

X 

1982 

WASHINGTON 

11,263 

5,371 

X 

1984 

W  VIRGINIA 

3,626 

2,802 

X 

1983 

WISCONSIN 

10,279 

5,432 

X 

t« 

WYOMING 

397 

397 

X 

1983 

**      DATA  NOT 

REPORTED  OR 

NOT  AVAILABLE 
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TABLE  76 


3/31/84 


MEDICAID  CERTIFIED  BEDS 


STATE 

ALABAHA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUnBIA 
FLORIDA 
GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 
NEW  JERSEY 

NEW  MEXICO 
NEW  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 
WASHINGTON 
W  VIRGINIA 
WISCONSIN 
WYOMING 


I/P 
ACUTE 

21,166 
1,123 
««• 
93, 198 
13,366 

11,332 
2, 163 
5,456 
62,364 
25,438 

2,752 
3,416 
57,500 
25,275 
22,000 


18,  103 
21,630 
4,586 
20,224 

26,940 

39,745» 

20,802 

13,007 

29,549 

3,232 
9,370 
3,611 
3,677 
32,698 

4,361 
74,597 
23,953 

3,953 
49,277 

t«* 

11 ,047 
68,307 
4,796 
11 ,800 

3,652 
27,882 
72,369 
5,365 
2,000 

23,227 
#«« 
ft* 

21,624 
1 ,729 


SNF  SNF 
SWING    MEDICAID  DUALLY 
BEDS  CERTIFIED  CERTIFIED 


ICF  ICF-MR 


SNF/ICF  SNF/ICF 
MEDICAID  DUALLY 
CERTIFIED  CERTIFIED 


*«« 

0 
0 

*** 

0 

0 
0 
0 

796 

0 

53 

♦  t» 

♦  ft 

0 

*«* 

ft* 

0 
0 
0 
0 

0 
0 

ttt 

40 
618 

0 

112 
65 
11 

2,876tt 

82 
0 
85 
630 

0 

0 
0 
0 
0 
0 

164 
10 
72 

tt* 

0 

0 
37 
0 

137 
6 


86 

0 

12,568 
16,052 
5,035 

tt* 

59 
953 

0 

28,534 

910 

■  0 
0 

425 
44 

ttt 

0 
0 
0 
0 

13,255 
11,285 
23,986 

I,  988 

0 

480 

0 
0 
0 

167 
0 

229 
528 
4,617 

0 

82 
918 
7,240 
0 
52 

4,155 

0 

10,184 
0 
78 

0 

II,  265 
0 
0 
0 


10,232 

0 

481 
84, 161 
6,344 

tt* 

0 
0 
0 

32,541 

609 

0 

194 

9,346 
528 

ttt 

3,769 
419 
416 
10,680 

5,844 

17,978 
4,853 
0 
92 


5,941 

0 

7,669 
2,088 
5,842 

4,000 
2,485 
3,854 
1,420 
4,105 

0 

119 
36,443 
37,457 
30,850 

ttt 

14,775 
25,476 
9,115 
10,937 

27,052 
8,893 

17,368 
1,552 

13,246 


2,833 

3,012 

308 

16,433 

171 

340 

201 

6,192 

0 

2,999 

347 

4,432 

72,762 

24,737 

9,597 

11,549 

3,225 

2,150 

467 

26,853 

0 

28,761 

1  ,000 

10,682 

39,316 

30,329 

2,286 

6,975 

162 

4, 185 

0 

3,460 

1,379 

22,999 

2,538 

82,339 

0 

2,561 

664 

2,320 

2,136 

20,288 

83 

1 ,384 

10 

3,829 

554 

4,197 

54 

447 

1,523 

132 
1,415 

464 
2,140 

1,500 

562 

516 
2,961 
1,784 

361 

560 
4,272 
2,194 
1,926 

♦  tt 

1 ,501 
6,259 
722 
2,755 

140 
4,525 
7,634 
1,577 
1,687 

307 
994 
187 
464 

3,422 

661 
17,938 
2,819 
531 
7,328 

1,914 
2,131 
8,844 
1,095 
2,633 

792 
2,471 
3,952 
1,298 

399 

3,574 
2,993 
167 
3,977 
0 


0 

5,011 

0 

542 

0 

0 

0 

2,690 

0 

11,379 

t** 

ttt 

0 

402 

0 

763 

36, 

895 

0 

0 

36,646 

0 

1 ,022 

0 

4,530 

0 

47,415 

0 

0 

0 

70 

♦  ** 

♦  ♦♦ 

0 

30 

0 

1,312 

0 

0 

0 

271 

0 

0 

0 

7,396 

tt* 

♦  ** 

10 

,149 

520 

11 

,284 

5,347 

0 

4,380 

0 

434 

0 

1,988 

0 

0 

17 

,192 

11,456 

0 
0 
0 
0 
0 

0 
0 

0 
0 
0 

0 
0 
0 
0 
0 

0 
0 
0 

♦  ** 

0 


•*« 

0 

0 

4,617 
43,768 

0 
0 

♦  ** 

0 

7,490 

183 
2,220 

♦  «* 

2,633 

0 

0 

12,527 
3,502 
504 
1,561 


♦:  §5?'"s5fNG^5?;i  88!  ^5?"HS^Spi?II^ffiiS'*fGNB  TERH  CARE  BEDS 
***  DATA  NOT  REPORTED  OR  NOT  AVAILABLE 
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TABLE  77 


3/31/84 


SUPPLY  OF  MEDICAL 

SERVICES  FOR  MEDICAID 

POPULATIONS 

PHYSICIANS  PER  1000 
MEDICAID  RECIPIENTS 

HOSPITAL  BEDS 
CERTIFIED  PER  1000 
McniraTn  prPTDrcMTc 

neuibnlU  nLLirlerils 

TOTAL  L0N8-TERH 

STATE 

ENROLLED 

PARTICIPATING 

PER  1000  AGED  65 
MEDICAID  RECI 

ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

16. OS 
22.45 
32.70 
17. S4 
42. 14 

14.45 
*• 
14.34 
7.55 
42.14 

67.98 
56.04 
•  « 
26.62 

151.72 
145.85 
228.92 
96.  12 
554. 56 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
GEORGIA 

19.66 
17.53 
26.62 
27.52 
32.08 

13.84 
ft 

13.36 
18.01 
24.93 

52.58 
47.41 
46.34 
112.32 
57.66 

105.46 
364.31 
228.09 
198.25 
570. 21 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

17.37 
91.52 
19.89 
41.77 
31.13 

15.59 
36.46 
ft 

18.50 
21.23 

27.43 
87. 10 
34.71 
93.03 

1  i  B  .  11 

141.71 
416.28 
387. 12 
662.69 
6B6. 18 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

tt 

33.76 
19.77 
25.09 
29.47 

*« 

13.42 
12.72 
13.52 
15.47 

*ff 

46.65 
57.22 
37.54 

0  1  >  0  J 

162.59 
203.69 
271. 15 
345.  1 4 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

15.28 
12.49 
33.03 
17.49 
38. 12 

ft 
f  * 

17.41 
9.76 
14.83 

46.52 
33.46 
63.74 
44.77 

Q  A  10 

00  •  4  7 

210.31 
240.60 
646.21 
130.04 
277. 79 

MONTANA 

NEBRASKA 

NEVADA 

NEH  HAMPSHIRE 
NEH  JERSEY 

33.36 
53.59 
142.72 
33.61 
30.64 

32.41 
42.87 
34.39 
33.63 
14.80 

72.20 
111.59 
129.55 

88. 13 

At 

745.71 
765.07 
240.87 
452.51 
283. 06 

NEH  MEXICO 
NEH  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

43.56 
13.24 

20.39 
60. 14 
23.19 

18.26 
13.73 
10.38 
20.61 
16.43 

31.63 
34.52 
68.62 
123.82 

193.48 
172.47 
176.91 
976.45 
421 . 18 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

22.36 
29.69 
13.81 
15.17 
19.82 

22.36 
29.69 
11.14 
13. 17 
16.39 

ft 

71.82 
58.32 
43.83 
47.  95 

373.60 
355.34 
322.06 
273.54 
147.80 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

23.88 
12.22 
38.22 
47.68 
22.37 

17.91 
8.74 
19.76 
46.93 
14.91 

109.02 
81.70 

106.40 
81.24 
37.29 

611.69 
190.89 
297.75 
265.31 
245.73 

VIRGINIA 
WASHINGTON 
U  VIRGINIA 
WISCONSIN 
WYOMING 

23.81 
43.71 
20.44 
21.41 
42.03 

24.39 
20.84 
13.79 
11.31 
42.03 

73.80 
•« 
•* 

43.04 

121.75 

235.21 
376.42 
144.94 
77.84 
533.  19 

!2"'"rS^,,r5IBl^5^5.''ECIPIENTs  -  hcfa  2082. 

»t    INDICATES  DATA  NOT  REPORTED  OR  NOT  AVAILABLE 
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Chapter  7 


STATE-ONLY  PROGRAMS 


Some  States  elect  to  cover  specified  groups  of  individuals  for  Medicaid 
services  entirely  at  their  own  expense.    These  groups  are  referred  to  as 
non-categorically  medically  needy  or,  more  commonly,  "State-only"  eligibles. 
State-only  program  data  are  very  difficult  to  obtain  and  report  given  the 
unique  characteristics  of  these  programs*    Hence,  the  information  presented 
below  is  not  definitive;  however,  it  will  give  the  reader  some  flavor  of 
the  scope  of  the  programs: 

•    Administration  -  The  State-only  program  is  administered  on  a  State 
level  in  most  States.    However,  in  some  States  it  is  administered 
on  a  county  level. 

-  When  the  program  is  administered  on  a  State  level,  it  is  most 
likely  to  be  administered  by  the  welfare  department  rather  than 
the  single  State  agency  administering  the  Medicaid  program.  The 
personnel  in  one  department  are  not  familiar  with  the  programs  in 
other  departments;  thus  it  is  difficult  to  collect  data. 

-  When  the  program  is  administered  on  a  county  level,  frequently 
the  eligibility  requirements  and  services  offered  are  based  on 
county  decision.    Thus,  there  may  be  no  uniform  eligibility  groups 
or  services  across  one  State. 

•  Eligibility  -  In  general,  the  most  widely  covered  groups  are  the 
indigent  and  the  general  assistance  recipients,  both  cash  and  non-cash. 
Other  groups  covered  include  pensioners,  patients  in  State  and  local 
hospitals,  the  aged,  people  in  transit,  foster  children,  remedial 
blind,  persons  with  catastrophic  illness,  and  individuals  qualifying 
for  food  stamps.    Eligibility  requirements  vary  widely  by  group  by 
State/County. 

•  Benefits  -  The  services  range  from  "home  health  services"  only  to 
the  "same  services  as  provided  to  the  categorically  needy."  In 
addition  to  the  variance  in  services  covered,  there  is  also  variance 
in  the  limitations  on  those  services.    Thus,  benefits  vary  greatly 
across  eligibility  groups  within  a  State  and  across  States. 

•  Expenditure  Data  -  Expenditures  in  some  States  are  accounted  for 
by  eligibility  group  and  in  other  States  by  service.  Frequently, 
when  State-only  programs  are  administered  on  the  County  level,  there 
is  no  information  available  on  expenditures  on  the  State  level.  Some 
States  have  only  appropriation  data. 


161 


The  uniqueness  of  each  State-only  program  complicates  the  data  collectioa 
and  display  of  data;  however.  Table  78  does  present  data  on  State-only  programs. 
Twenty-nine  States  reported  the  presence  of  a  State-only  program.    The  number 
of  recipients  of  medical  assistance  covered  by  this  program  ranged  from  95  la 
South  Dakota  to  249,417  in  New  York.     The  total  1983  expenditures  ranged  from 
$310,000  in  New  Mexico  to  $533,520,000  in  New  York.    All  data  presented  on 
Table  78  were  extracted  from  the  State  survey. 
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TABLE  78 


STATE 


PRESENCE 
OF  PROBRAH 


STATE  ONLY  PR0BRAH8 

TOTAL  NUMBER 
OF  RECIPIENTS 
(19B3) 


ALABAMA 

ALASKA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 
DELAWARE 
DIST  COLUMBIA 
FLORIDA 
6E0R6IA 

HAMAII 

IDAHO 

ILLINOIS 

INDIANA 

lOMA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHI6AN 

MINNESOTA 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEN  HAMPSHIRE 
NEN  JERSEY 

NEW  MEXICO 
NEN  YORK 
N  CAROLINA 
N  DAKOTA 
OHIO 

OKLAHOMA 
OREGON 

PENNSYLVANIA 
RHODE  ISLAND 
S  CAROLINA 

S  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIR6INIA 
MASHIN8T0N 
M  VIRSINIA 
MISC0N8IN 
MY0MIN6 


X 
X 

X 

X 


X 
X 
X 

X 
X 
X 


X 
X 


X 
X 


14,362 
#• 

45,000 
*t 

11,334 
131,186 

27,743 

7,339 
t« 

59,078 

27,656 
23,404 
9,961 

53,368 

«« 

1,044 

tt 

123 
249,417 


tt 

182,502 
7,600 


95 


3,229 
tt 


13,846 

5,044 
t* 


TOTAL  1983 
EXPENDITURES 
(IN  MILLIONS) 


18.70 

1388.14 
«38.20 

123.60 

12.56 

«27.77 
♦91.71 

127.21 

♦  2.34 

♦  2.95 
♦93.45 

♦7.30 
♦18.24 

♦31.97 

♦15.61 

♦4.42 
♦0.94 

♦17.17 

♦0.31 
♦333.52 


♦13.65 
♦329.99 
♦10.27 


♦0.32 


♦  2.87 
tt 


TOTAL  2?  875,535 

tt    INDICATES  DATA  NOT  REPORTED  OR  NOT  AVAILABLE 


♦42. 10 

♦2.92 
tt 

♦1,738.23 
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APPENDICES 


APPENDIX  I 
ACRONYMS 


AABD  Aid  to  Aged,  Blind,  and  Disabled 

AB  Aid  to  the  Blind 

AFDC  Aid  to  Families  with  Dependent  Children 

APTD  Aid  to  the  Permanently  and  Totally  Disabled 

ARF  Area  Resource  File 

CFR  Code  of  Federal  Regulations 

CPR  Customary  Prevailing,  and  Reasonable  (charges) 

CPT  Current  Procedural  Terminology 

DHHS  Department  of  Health  and  Human  Services 

DRGs  Diagnostic  Related  Groupings 

EPSDT  Early  and  Periodic  Screening,  Diagnosis  and  Treatment 

FFP  Federal  Financial  Participation 

FY  Fiscal  Year 

HCFA  Health  Care  Financing  Administration 

HMO  Health  Maintenance  Organization 

ICF  Intermediate  Care  Facility 

ICF-MR  Intermediate  Care  Facility  for  the  Mentally  Retarded 

MAC  Maximum  Allowable  Cost 

MMIS  Medicaid  Management  Information  System 

MQC  Medicaid  Quality  Control 

NMCUES  National  Medicare  Care  Utilization  and  Expenditure  Survey 

HP  Nurse  Practitioner 
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OAA 

Old  Aged  Assistance 

OASDI 

Old  Age,  Survivors,  and  Disability  Insurance 

OBRA 

Omnibus  Reconciliation  Act  -  1981 

ORO 

Office  of  Research  and  Demonstrations 

or 

Occupational  Therapy 

OTC 

Over-the-Counter  (drugs) 

PCF 

Program  Characteristics  File 

PA 

Physicians'  Assistant 

FT 

Physical  Therapy 

RHC 

Rural  Health  Clinic 

SNF 

Skilled  Nursing  Facility 

SSA 

Social  Security  Administration 

SSI 

Supplemental  Security  Income 

SSP 

State  Supplemental  Payments 

TEFRA 

Tax  Equity  and  Fiscal  Responsibility  Act 

UCR 

Usual,  Customary  and  Reasonable  (charges) 
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APPENDIX  II 


GLOSSARY  OF  MEDICAID  TERMS 


Capitation  (fee) — Fee  the  agency  pays  periodically  to  a  contractor 
for  each  recipient  enrolled  under  a  contract  for  the  provision  of 
medical  services  under  the  State  plan,  whether  or  not  the  recipient 
receives  the  services  during  the  period  covered  by  the  fee. 

Categorically  Needy — Under  Medicaid,  categorically  needy  cases  are 
aged,  blind,  or  disabled  Individuals  or  families  and  children  who 
are  otherwise  eligible  for  Medicaid  and  who  meet  financial  eligibility 
requirements  for  AFDC,  SSI,  or  an  optional  State  supplement. 

Coinsurance — A  cost-sharing  requirement  under  a  health  insurance  policy 
which  provides  that  the  insured  will  assume  a  portion  of  percentage  of 
the  costs  of  covered  services.  ■ 

Copayment— Copayments  are  a  type  of  cost-sharing  under  Medicaid 
whereby  insured  or  covered  persons  pay  a  specified  flat  amount  per 
unit  of  service  or  unit  of  time,  and  the  insurer  pays  the  rest  of 
the  cost. 

Covered  Services — Covered  services  are  the  specific  services  and 
supplies  for  which  Medicaid  will  provide  reimbursement.  Covered 
services  under  the  Medicaid  program  consist  of  a  combination  of 
mandatory  and  optional  services  within  each  State. 

Customary,  Prevailing,  and  Reasonable  Charges — Method  of  reimbursement 
used  under  Medicare  which  limits  payment  to  the  lowest  of  the  following: 
a  physician's  actual  charge,  the  physician's  median  charge  in  a  recent 
prior  period  (customary),  or  the  75th  percentile  of  charges  in  that 
same  time  period  (prevailing). 

Customary  Charge — The  charge  a  physician  or  supplier  usually  bills  his 
patients  for  furnishing  a  particular  service  or  supply  is  called  the 
customary  charge. 

Deductible — The  amount  of  loss  or  expense  that  must  be  incurred  by  an 
insured  or  otherwise  covered  individual  before  an  insurer  will  assume 
any  liability  for  all  or  part  of  the  remaining  costs  of  covered  services 

Diagnosis  Related  Groups — These  groupings  are  used  for  incorporating 
severity  of  illness  measurements  into  the  process  for  prospective 
payment  determination  for  inpatient  hospital  services. 

Early  and  Periodic  Screening,  Diagnosis,  and  Treatment  (EPSDT) — The 
EPSDT  program  covers  screening  and  diagnostic  services  to  determine 
physical  or  mental  defects  in  recipients  under  age  21,  and  health 
care,  treatment,  and  other  measures  to  correct  or  ameliorate  any 
defects  and  chronic  conditions  discovered. 
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lnd!v?l\\'T'^""^"^  with  an  aged,  blind,  or  disabled 

individual  who  was  receiving  cash  assistance  and  whose  needs  were 

unSi^  n^A  ""^^  °^  P^y^^'^'^  to  the  individual 

JndiiiSiti.f ;efi-b;i:g."^°^  ^^^^"^'^^^  ""-^^^  " 

Expenditure-Under  Medicaid,  expenditure  refers  to  an  amount  paid 
pa«icipa!^r^  covered  medical  expenses  of  eligible 

Family  Planning  Services-Family  planning  services  are  any  medically 
approved  means,  Including  diagnosis,  treatment,  drugs,  supplies  and 
devices,  and  related  counseling  which  are  furnished  or  prescribed  by 
or  under  the  supervision  of  a  physician  for  individuals  of  child- 
bearing  age  for  purposes  of  enabling  such  individuals  to  determine 
freely  the  number  or  spacing  of  their  children. 

Federal  Financial  Participation-FpHar^i  expenditures  provided  to  match 
f !  approved  State  plans  in  accordance 

State         ^  Assistance  Percentage  applicable  to  the  respective 

Fiscal  Agent— A  fiscal  agent  is  a  contractor  that  processes  or  pays 
vendor  claims  on  behalf  of  the  Medicaid  agency. 

Fiscal  Year— Any  twelve  month  period  for  which  annual  accounts  are  kept. 
The  Federal  Government's  fiscal  year  extends  from  October  1  to  the  following 
September  30. 

Health  Insuring  Organization— MeAn«  an  entity  that  (1)  pays  for  medical 
services  provided  to  recipients  in  exchange  for  a  premium  or  subscription 
charge  paid  by  the  agency;  and  (2)  assumes  an  underwriting  risk. 

Home  Health  Agency— A  home  health  agency  is  a  public  agency  or  private 
organization  which  is  primarily  engaged  in  providing  skilled  nursing 
services  and  other  therapeutic  services  in  the  patient's  home,  and 
which  meets  certain  conditions  designed  to  ensure  the  health  and  safety 
of  the  individuals  who  are  furnished  these  services. 

Home  Health  Services— Home  health  services  are  services  and  items 
furnished  to  an  individual  who  is  under  the  care  of  a  physician  by  a 
home  health  agency,  or  by  others  under  arrangements  made  by  such 
agency.    The  services  are  furnished  under  a  plan  established  and 
periodically  reviewed  by  a  physician.    The  services  are  provided  on  a 
visiting  basis  in  an  individual's  home  and  Include:     part-time  or 
intermittent  skilled  nursing  care;  physical,  occupational,  or  speech 
therapy;  medical  social  services,  medical  supplies  and  appliances 
(other  than  drugs  and  biologicals) ;  home  health  aide  services,  and 
services  of  Interns  and  residents. 
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Inpatient  Hospital  Services— Inpatient  hospital  services  are  items 
and  services  furnished  to  an  inpatient  of  a  hospital  by  the  hospital, 
including  bed  and  board,  nursing  and  related  services,  diagnostic  and 
therapeutic  services,  and  medical  or  surgical  services. 

Intermediate  Care  Facility — An  intermediate  care  facility  is  an 
institution  furnishing  health-related  care  and  services  to  individuals 
who  do  not  require  the  degree  of  care  provided  by  hospitals  or  skilled 
nursing  facilities  as  defined  under  Title  XIX  (Medicaid)  of  the 
Social  Security  Act. 

Laboratory  and  Radiological  Services — Laboratory  and  radiological 
services  are  professional  and  technical  laboratory  and  radiological 
services  ordered  by  a  licensed  practitioner  and  provided  in  an  office 
or  similar  facility  (other  than  a  hospital  outpatient  department  or 
clinic)  or  by  a  qualified  laboratory. 

Medically  Needy — Under  Medicaid,  medically  needy  cases  are  aged, 
blind,  or  disabled  individuals,  or  families  and  children  who  are 
otherwise  eligible  for  Medicaid,  and  whose  Income  resources  are  above 
the  limits  for  eligibility  as  categorically  needy  (AFDC  or  SSI)  but 
are  within  limits  set  under  the  Medicaid  State  plan. 

Medicare  Principles — Rules  of  reasonable  cost- based  reimbursement 
used  by  Medicare. 

Other  Practitioners'  Services — Other  practitioners'  services  are 
health  care  services  of  licensed  practitioners  other  than  physicians 
and  dentists. 

Outpatient  Hospital  Services— Outpatient  hospital  services  are 
services  furnished  to  outpatients  by  a  participating  hospital  for 
diagnosis  or  treatment  of  an  illness  or  injury. 

Portable  X-ray — A  portable  X-ray  is  a  radiograph  taken  with  portable 
equipment,  usually  in  the  patient's  place  of  residence,  under  the 
general  supervision  of  a  physician. 

Prescribed  Drugs — Prescribed  drugs  are  drugs  dispensed  by  a  licensed 
pharmacist  on  the  prescription  of  a  practitioner  licensed  by  law  to 
administer  such  drugs,  and  drugs  dispensed  by  a  licensed  practitioner 
to  his  own  patients.    This  item  does  not  include  a  practitioner's 
drug  charges  that  are  not  separable  from  his  other  charges,  or  drugs 
covered  by  a  hospital's  bill. 

Prevailing  Charge — The  prevailing  charge  is  the  charge  that  would 
cover  75  percent  of  the  customary  charges  made  for  similar  services 
in  the  same  locality. 

Provisional  HMO — Means  an  HMO  that  the  State  agency  has  determined  is  a 
provisional  status  federally  qualified  HMO  because  more  than  90  days 
have  elapsed  since  the  HMO  applied  to  the  PHS  (Public  Health  Service) 
for  federal  qualifications  and  the  PHS  has  not  made  a  final  determination. 
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Psychiatric  Hospital— A  psychiatric  hospital  is  an  institution 
primarily  engaged  in  providing  to  inpatients,  by  or  under  the 
supervision  of  a  physician,  psychiatric  services  for  the  diagnosis 
and  treatment  of  mental  Illness. 

Qualified  HMO — Means  an  HMO  that  has  been  determined  by  the  PES  to 
be  a  qualified  HMO  under  Section  1310(d)  of  the  PHS  Act. 

Reasonable  Charge — In  processing  claims  for  Supplementary  Medical 
Insurance  benefits,  carriers  use  HCFA  guidelines  to  establish  the 
reasonable  charge  for  services  rendered.    The  reasonable  charge  is 
the  lowest  of:     the  actual  charge  billed  by  the  physician  or  supplier; 
the  charge  the  physician  or  supplier  customarily  bills  his  patients 
for  the  same  service;  and  the  prevailing  charge  which  most  physicians 
or  suppliers  in  that  locality  bill  for  the  same  service.  Increases 
in  the  physicians'  prevailing  charge  levels  are  recognized  only  to  the 
extent  justified  by  an  index  reflecting  changes  in  the  costs  of 
practice  and  in  general  earnings. 

Reasonable  Cost — In  processing  claims  for  Health  Insurance  benefits, 
intermediaries  use  HCFA  guidelines  to  determine  the  reasonable  cost 
incurred  by  the  individual  providers  in  furnishing  covered  services 
to  enrollees.    The  reasonable  cost  is  based  on  the  actual  cost  of 
providing  such  services,  including  direct  and  Indirect  costs  of 
providers,  and  excluding  any  costs  which  are  unnecessary  in  the 
efficient  delivery  of  services  covered  by  the  Insurance  program. 

Recipient — A  recipient  of  Medicaid  is  an  individual  who  has  been 
determined  to  be  eligible  for  Medicaid  and  who  has  used  medical 
services  covered  under  Medicaid. 

Rural  Health  Clinic — A  rural  health  clinic  is  an  outpatient  facility 
which  is  primarily  engaged  in  furnishing  physicians'  and  other  medical 
and  health  services,  which  meets  certain  other  requirements  designed 
to  ensure  the  health  and  safety  of  the  individuals  served  by  the 
clinic.    The  clinic  must  be  located  in  an  area  that  is  not  an 
urbanized  area  as  defined  by  the  Bureau  of  the  Census  and  that  is 
designated  by  the  Secretary  of  DHHS  either  as  an  area  with  a  shortage 
of  personal  health  services,  or  as  a  health  manpower  shortage  area, 
and  has  filed  an  agreement  with  the  Secretary  not  to  charge  any  indi- 
vidual or  other  person  for  items  or  services  for  which  such  individ- 
ual la  entitled  to  have  payment  made  by  Medicare,  except  for  the 
amount  of  any  deductible  or  coinsurance  amount  applicable. 

Skilled  Nursing  Facility  (SNF) — A  skilled  nursing  facility  is  an 
Institution  which  has  in  effect  a  transfer  agreement  with  one  or  more 
participating  hospitals,  and  which  is  primarily  engaged  in  providing 
to  inpatients  skilled  nursing  care  and  restorative  care  services,  and 
meets  specific  regulatory  certification  requirements. 
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Skilled  Nursing  Facility  Servlc^«— smtt  services  are  all  services 
furnished  to  inpatients  of,  and  billed  for  by,  a  formally  certified 
skilled  nursing  facility  that  meets  standards  required  by  the 
Secretary  of  DHHS. 

Spend-Down— Under  the  Medicaid  program,  spend-down  refers  to  a 
method  by  which  an  individual  establishes  Medicaid  eligibility  by 
reducing  gross  income  through  incurring  medical  expenses  until  net 
income  (after  medical  expenses)  meets  Medicaid  financial  requirements 


State  Buy-In— State  buy-in  is  the  term  given  to  the  process  by  which 
a  State  may  provide  Supplementary  Medical  Insurance  coverage  for  its 
needy  eligible  persons  through  an  agreement  with  the  Federal  govern- 
ment under  which  the  State  pays  the  premiums  for  them. 

State  Plan— The  Medicaid  State  Plan  is  a  comprehensive  written 
commitment  by  a  Medicaid  agency  to  administer  or  supervise  the 
administration  of  a  Medicaid  program  in  accordance  with  Federal 
requirements. 

Supplemental  Security  Income  (SSI)— SSI  is  a  program  of  income 
support  for  low-income  aged,  blind,  and  disabled  persons  established 
by  Title  XVI  of  the  Social  Security  Act. 

Third-Party  Liability— Under  Medicaid,  third-party  liability  exists 
if  there  is  any  entity  (including  other  government  programs  or 
Insurance)  which  is  or  may  be  liable  to  pay  all  or  part  of  the 
medical  cost  or  Injury,  disease,  or  disability  of  an  applicant  or 
recipient  of  Medicaid. 

Usual,  Customary  and  Reasonable  Charges — Method  of  reimbursement 
used  under  Medicaid  by  which  State  Medicaid  programs  set  reimburse- 
ment rates  using  the  Medicare  method  or  a  fee  schedule,  whichever 
is  lower. 

^^^<ior  A  medical  vendor  is  an  institution,  agency,  organization,  or 
individual  practitioner  which  provides  health  or  medical  services. 


173 


What/s  new  i 
nealth  pare 
imancmg? 


HCFA  publishes  a  journal  to 
keep  you  up-to-date... 

Subscnbers  to  the  Health  Cam  Financing  Review 
neaim  care  costs  and  expenditures.  The  Review 

rT«l  .  ■"'^  '^•<l'"'<i  funding  Changes  .n 

relation  to  overall  health  care  spending  ^ 

Dertm.m  r'*'  ^"•■fc'i  an'cies  on 

pertinent  top.cs  such  as  prospeaive  payment  long- 

LnT,f,f'/"^"""^»  '^e'-very  Systems 

and  utilization  and  coverage  »y»«ims. 

«ev/e»v  subscnbers  get  the  information  necessary 
"".Ik  "^'y*  ='«"9es  and  tomorrow 
trends  n  health  care  financing  on  the  Federal, 
state,  local,  and  private  levels 
a„ii°1""  '"formation  on  new  laws 

l^M  Li?^**  '°  affect  Medicare 

and  Medicaid  policy  in  the  Review  s  Legislative 
Update  section. 

r^^.'Jh"'"!'.*"*'  synopses  on  the  various 
research  and  demonstration  proiects  being  funded 

Spp!.  ""^  ^K*'"  '''"'"^'"S  Administration 
(HCFA),  and  a  News  Briefs  section  on  new 

developments,  conferences,  and  publications  of 
interest  to  the  health  care  community. 


Subscribe  now 


issues  and  oil""  ''"^"^^ly 
Sr  vear  To  ,r.^J^"     *'"9'e-<'^eme  supplement 

Sr'derf'm'oe Sr^"-- ""^'^'^ 


Order  Form 


Mail  To 


Enclosed  ,s  ,   ^  M.«fr0.rH  .  ^ 

money  order,  or  charge  lo  my        •"■«»n#«ra  and 

Oeposii  Accouni  No 


Supenniendeni  of  Documents.  U  S  Government 

Cradll  Card  Order*  Only 
Total  Charges  S 
Fill  m  the  bo«es  below 


Printing  Office.  Washington.  D  C  20402 


Order  No 


Cutlomw  t  UiMAon*  Me  t 


Credit 
Card  No 


Expiration  Date  , — ,  ,  . 
Month/Year        I    I    I    [  | 


I'M 


1 


Coo. 


0"ic. 


'  (S22.50  foreign) 

Cornpany  or  Personal  Name 


PLEASE  PRINT  OR  TYPE 


Chirg.  ofoers  mty  tx  IMononM  lo  lh«  Qpo  order 
d<W*  1  1202)783  3238  lr<yn  8  00  .  m  «,  4  00  o  m 
»awm  iim«  Mond»v.Fr«jav  (eicm)!  hoi.aavsi 

For  Office  Use  Only 

Q"a""'V  Charges 

  Publications 

Subscnoiions 
Soecial  ShipDing  Charges 
inlernaiional  Handling 
Special  Charges 
OPNfl 

UPNS 

Balance  Due 
Discount 
  Relund 


Social  Security 
Beneficiaries 

By  State 
and  County 


I 


I  1 


A  quick  and  easy-to-use 
reference  showing  the 
number  of  persons  receiving 
Social  Security  benefits  and 
the  dollar  amounts  paid  each 
month  in  every  county  of 
the  50  States. 

For  the  first  time,  this 
statistical  compilation  of 
detailed  data  on  the  old-age, 
survivors,  and  disability 
Insurance  program  is  avail- 
able for  your  library  shelf  in 
a  single  volume.  Reserve  your 
copy  today  by  completing 
the  order  form  below. 


To:   Superintendent  of  Documents 
U.S.  Government  Printing  Office 
Washington,  D.C.  20402 


Enclosed  find  $  

(check  or  money  order), 

or  charge  to  my  Superintendent 
of  Documents  Deposit  Account. 
Number  shown  above. 

Price:  $  6.00 

Note;  Prices  subject  to  change. 
Stock  No.  017-070-00404-1 


Credit  Card  Orders  Only 

Total  charges  $  Fi"  "n  the  txsxes  t)elow: 

Credit 
Card  No. 
Expiration  Date 
Mooth/Year 


Master  Charge  i 
Interbank  No. 


Deposit 

Account  Number 


□ 


5  NAME  ■  FIRST,  LAST 


28 


29  COMPANY  NAME  OR  ADDITIONAL  ADDRESS  LINE 


29  STREET  ADDRESS 


55  CITY 


68 


'    I    '    '    '    '    I    I    I    I    I    I  I 


STATE 


71  ZIP  CODE  75 


PLEASE  PRINT 


(or)  COUNTRY 


54  8Q 


54 


I 


Government 
publishes  thousands  of 
books.  And  every  year 
the  Government  Printing  Office  sells 
millions  of  these  books  to  people  in  the 
know.  Now  there's  a  book  that  tells  you 
about  the  Government's  "bestsellers" — 
but  it's  not  for  sale  .  .  .  it's  free! 

It's  our  new  catalog  of  almost  1 ,000  of 
GPO's  most  popular  books.  Books  like 
Infant  Care,  Merchandising  Your  Job 
Talents,  The  Statistical  Abstract, 
Starting  a  Business,  The  Space  Shuttle 
at  Work,  How  to  Select  a  Nursing  Home, 
Voyager  at  Saturn,  and  Cutting  Energy 
Costs. 

This  catalog  includes  books  from 
virtually  every  Government  agency. 


Because  It^  Free! 


So  the  subjects 
range  from 
agriculture,  business, 
children,  and  diet  to 
science,  space,  transportation,  and 
vacations.  And  there  are  titles  on 
military  history,  education,  hobbies, 
physical  fitness,  gardening,  and  much, 
much  more.  There's  even  a  special 
section  for  recently  published  books. 

Find  out  about  the  Government's 
bestsellers.  Send  today  for  a  copy  of 
the  book  we  don't  sell.  Write— 


New  Catalog 

Post  Office  Box  37000 
Washington,  D.C.  20013 


U.S.    GOVERNMENT    PRINTING    OFFICE.     I  9 8 5-4 « 7  -  0 8 9 / * J  009 


ens  LIBRHRV 


3  ams  OODDtDlE  5 


